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ABSTRACT
This study explores the experiences of suicidality (e.g., suicidal behavior risk and suicide
ideation) of adults who were raised in military families in relation to their levels of potential
protective factors of resilience, help-seeking attitudes, and perceptions of caregiver relationships.
There is limited research exploring suicidality among individuals raised by military caregivers,
with most of the literature focused on individuals in childhood and using national or statewide
datasets. Prior to this investigation, only one study was identified that examined suicidality of
adults of military families, with a focus on international military families rather than those
associated with the U.S. military. This study sought to evaluate the experiences of suicidality as
it relates to adults raised by parents or guardians affiliated with the U.S. military and to identify
potential protective factors that can reduce suicidal outcomes.
Using structural equation modeling, this study evaluated the experiences of suicidality of
439 adults who had at least one caregiver in the U.S. military in relation to their levels of
resilience, help-seeking attitudes, and caregiver relationships. Findings of this study
demonstrated that participants with increased indicators of suicidality (e.g., suicidal behavior risk
and negative suicide ideation) demonstrated decreased help-seeking values and lowered
perceptions of their relationships with both their military caregiver and second at-home
caregiver. Further, secondary analyses identified that participants’ demographic characteristics,
such as their age and racial/ethnic identities, and their military-affiliation characteristics,
especially participants’ personal affiliation with the military or the military affiliation of their
relationship partners significantly influenced each of the constructs of interest in the study. These
findings provide critical insight to the experiences and mental health outcomes of individuals
iii

raised in military families and provides support for advocacy and mental health treatment efforts
tailored to meet the needs of this unique population.
Keywords: Military families, military children, suicide, resilience, help-seeking,
caregiver relationships, structural equation modeling
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CHAPTER ONE: INTRODUCTION
Children of military families are a unique population with distinct experiences and
cultural values that influence their development into adulthood (Chandra et al., 2010; Creech et
al., 2015; Gorman et al., 2010; Hall, 2011; Tunac De Pedro et al., 2011; Mmari et al., 2009).
Military-affiliation can influence children’s development in several ways, contributing to both
positive and negative mental health outcomes. Specific positive children’s mental health
outcomes relating to military-affiliation include increased resilience, adaptability, meaning
making, and posttraumatic growth (Castellanos, 2019; Lester et al., 2016; Park, 2011). In
addition, negative mental health outcomes for children relating to military-affiliation include
increased incidence of suicidal risk behaviors, exposure to adverse events, emotional difficulties,
substance use, eating disorders, depression, and anxiety (Alfano et al., 2015; Castellanos, 2019;
Cederbaum et al., 2014; Chandra et al., 2010; Celements-Nolle et al., 2020; Creech et al., 2015;
Forrest et al., 2018; Gilreath et al., 2015; Lester et al., 2010; Reed et al., 2011). The researcher
was unable to identify specific research examining the influence of military-affiliation during
childhood in later life (Castellanos, 2019; Forrest et al., 2018), establishing a need for sound
inquiry on the predictive nature of adult children of military families.
The purpose of this study was to examine children of military families’ risk of suicidal
behaviors through the theoretical model that adult children of military families with (a) more
positive perceptions of caregiver relationships (as measured by the Perceptions of Parents Scale;
POPS; Robbins, 1994), (b) increased levels of help-seeking attitudes (as measured by the
Attitudes Toward Seeking Professional Psychological Health-Short Form; ATSPPH-SF; Fisher
& Farina, 1995), and (c) increased levels of resilience (as measured by the Brief Resilience
1

Scale; BRS; Smith et al., 2008) would have a decreased risk of suicidal behaviors (as measured
by the Suicide Behaviors Questionnaire-Revised; SBQ-R; Osman et al., 2001 and the Positive
and Negative Suicide Ideation Inventory; PANSI; Osman et al., 1998)? The researcher employed
a correlational research design and utilized structural equation modeling (SEM) analyses to
identify how these variables of interest influenced one another. The findings from this study
contribute to a deeper understanding of the risk of suicidal behaviors of adult children of military
families and support continued research into potentially contributing protective and risk factors.
Further, the findings of this study offer insight into the development of clinical prevention and
intervention strategies for children of military families to reduce their risk of suicidal behaviors.

Rationale
Suicide is an increasing public health concern in the United States with rates of
completed suicides increasing 33% over the last 20-years (Centers for Disease Control and
Prevention [CDC], 2018). Further, military-affiliated populations have experienced a further
increased risk of suicide (Alfano et al., 2015; Beder, 2012; LeardMann et al., 2013). In addition,
most of the identified research examines active duty or veteran military members; however,
recent findings identify that children of military families may be at an increased risk of engaging
in suicidal behaviors when compared to civilian, or non-military-affiliated, samples (Cederbaum
et al., 2014; Forrest et al., 2018; Gilreath et al., 2015; Reed et al., 2011). Research findings
identify potential outcomes relating to suicidality in both childhood (Cederbaum et al., 2014;
Gilreath et al., 2015; Reed et al., 2011) and extending to adulthood (Forrest et al., 2018). Despite
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the research results identifying that military-affiliation in childhood may influence lifetime
suicidality, present studies have several significant limitations.
Available studies examining suicidality of individuals raised in military families have
used pre-existing state data sources to investigate potential risk of suicide (Cederbaum et al.,
2014; Gilreath et al., 2015; Reed et al., 2011) rather than collecting nationally representative
samples that may be more generalizable. Due to the nature of the data sources, the existing
studies related to suicidal behaviors of children of military families have been limited to selfreported, recent behaviors of the adolescent population. The sample-based limitations of the
current data pose a threat to the validity, possibly obscuring the significance of the findings to a
broad range of children of military families, such as those of different age groups or geographical
locations.
Further, as research findings identify children of military families as a vulnerable
population, it is essential to consider the unique factors that may increase the likelihood of
suicidal behaviors among children of military families and explore protective factors that may
serve to mitigate this risk (Castellanos, 2019; Chandra et al., 2010; Creech et al., 2015; Lester et
al., 2010). While few studies have analyzed children of military families’ protective factors in
relation to suicide, researchers have noted multiple factors related to general mental health
outcomes that may serve protective functions, such as healthy coping strategies, help-seeking
behaviors, empathy, resilience, and positive family relationships (Castellanos, 2019; Creech et
al., 2015; Lester et al., 2016). Chandra and colleagues (2010) identified variables that increase
children of military families’ risk of suicidality, such as negative help-seeking perspectives and
damaged familial relationships and experiences. With the limitations of existing research
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exploring the suicidality of children of military families (e.g., pre-existing data and restricted
demographic variables; Cederbaum et al., 2014; Gilreath et al., 2015; Reed et al., 2011), it is
imperative that researchers further explore potential protective and risk factors.
This study sought to address the limitations in the existing research with an investigation
examining factors (i.e., perceptions of caregiver relationships, help-seeking attitudes, and
resilience) for adults raised in military families’ that may predict their incidence of suicidal risk
behaviors. As such, the researcher tested a theoretical model that adults raised in military
families who have increased levels of resilience, help-seeking attitudes, and perceptions of
caregivers would have decreased levels of suicidality, as evidenced through less suicide ideation
and suicide risk behaviors as tested through SEM procedures. Further, the researcher mitigated
the limitations of this study compared to previous investigations by collecting data from a
national sample of adult children of military families as compared to using pre-existing data
sources. There are limitations in research studies using individuals’ retrospective assessments;
nevertheless, adults are often surveyed in order to assess childhood factors that contribute to their
mental health outcomes in adulthood, such as suicidal behaviors (Bellis et al., 2013; Maughan &
Rutter, 1997; Newbury et al., 2018; Tofthagen, 2012). Despite noted limitations, this study
offered new information related to possible protective factors that can safeguard individuals
raised in military families from suicidality.

Statement of the Problem
Significant childhood experiences have a lasting influence on the wellbeing of adults
(Bellis et al., 213; Fuller-Thompson et al., 2016; Merrick et al., 2017; Ports et al., 2016), leading
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to positive and negative mental health outcomes. For individuals raised in military families, there
are a number of unique events that contribute to subsequent mental health outcomes through
increased stress on the family system (Alfano et al., 2015; Blaisure et al., 2015; Castellanos,
2019; Hall, 2011). Potential outcomes related to the wellbeing of children of military families
include increased rates of behavioral and emotional difficulties such as substance use, eating
disorders, depression, anxiety, and suicidal behaviors (Alfano et al., 2015; Castellanos, 2019;
Cederbaum et al., 2014; Chandra et al., 2010; Creech et al., 2015; Forrest et al., 2018; Gilreath et
al., 2015; Lester et al., 2010; Reed et al., 2011; Schilling et al., 2011).
In recognition of individuals raised in military families experiencing increased likelihood
of negative mental health outcomes, researchers have begun to identify the essential roles of
several factors influencing military-affiliation in childhood, including caregiver relationships,
help-seeking attitudes, and resilience (Castellanos, 2019; Chandra et al., 2009; Creech et al.,
2015). However, while researchers have identified caregiver relationships, help-seeking, and
resilience as variables contributing to the wellbeing of children of military families, data
pertaining to the relationship between these variables and the risk for suicidal behaviors is
limited. As a result, this investigation explored adult children of military families’ perceptions of
caregiver relationships, help-seeking attitudes, and levels of resilience as predictive factors of
suicidal behaviors.
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Theoretical Framework
The theoretical basis for this investigation includes the tenets of Family Stress Theory
(Hill, 1958). The following sections of the chapter introduces Family Stress and Attachment
Theory.

Family Stress and Resilience Theory
Family Stress and Resilience Theory (FSRT; Patterson, 2002) posits that families use
available resources to manage and adapt to stressors and to develop resilience. The FSRT
framework stems from Hill’s (1958) Family Stress Theory (FST), grounded in research focused
on World War II veterans and their families (Blaisure et al., 2015; Sullivan, 2015). FST
postulates that the family and the individuals that comprise it are the family system, and the
adaptation of the family system is determined by the stressors experienced by the family, the
meaning they attribute to the stressor, and the resources they have available to manage the event
(Sullivan, 2015). Specifically, Hill (1958) delineated the ABC-X model to represent this process,
stating that when a precipitating event or stressor occurs (A), how the family interacts with the
resources to mitigate the impact (B) and the meaning the family ascribes to the stressor (C)
determines the resulting crisis experience (X). The framework incorporates tenets that
developmental change and stress are natural and vital pieces of a family system’s growth and
types of stressors significantly influence families’ adaptation (Blaisure et al., 2015; Figley &
McCubbin, 1983). Significant differences are apparent between outcomes of normative stressors
(e.g., expected and anticipated) and non-normative stressors (e.g., unexpected, and atypical). The
initial focus on military family systems and continued research have brought FST and FSRT to
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prominence for understanding the unique resources and strains influencing military family
systems (Blaisure et al., 2015; Hall, 1958; Everson & Figley, 2011; Sullivan, 2015).

Operational Definitions
The following section presents operational definitions of key concepts for this
investigation, including information related to the population and constructs of interest: (a)
suicidality, (b) resilience, (c) help-seeking, and (d) caregiver relationships.

Adult Children of United States Military Families
For the purposes of this study, adult children of U.S. military families were defined as
any individuals 18 years of age or older who were raised in a household with one or more of
their primary caregivers affiliated with the U.S. military. The U.S. military is the nation’s armed
forces, tasked with protecting the safety and security of the country and composed of active and
reserve members and government service employees (Blaisure et al., 2015). For this
investigation, the researcher focused on families in which a primary caregiver is an active or
reserve member or a veteran of any U.S. military branch (e.g., Army, Navy, Marine Corps, Air
Force; Coast Guard).

Suicidality
Suicide is the act of taking one’s own life through self-injury with the intent to die (CDC,
2019). The broader term of suicidality represents several suicide-related behaviors (Meyer et al.,
2010), including suicide ideation (e.g., thoughts of taking one’s own life), suicide attempts (e.g.,
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actions intended to result in one’s own death), and suicide completions (e.g., completed actions
resulting in death by suicide).

Help-Seeking and Help-Seeking Attitudes
Help-seeking behaviors include individuals’ attempts to locate support to mitigate stress
or overcome a problem that they are facing (Rickwood & Thomas, 2012). Help-seeking attitudes
represent individuals’ beliefs and views related to seeking support (Curtis, 2010). An
individual’s help-seeking attitudes influence their likelihood to engage in help-seeking
behaviors.

Resilience
The definition of resilience is one’s ability to “bounce back” or to recover following a
stressful life event (Smith et al., 2008). Resilience includes individuals’ abilities to adapt to new
or stressful circumstances and their ability to maintain their usual functioning. Resilience can
serve a protective function, supporting individuals functioning and wellbeing (Smith et al.,
2008).

Caregiver Relationships
Caregiver relationships represent the relationships between individuals and their primary
caregivers. The term caregiver relationships take a wider scope than parent-child relationships to
account for nontraditional family systems in which primary caregivers may not be biological
parents (Carnes-Holt & Bratton, 2014). Caregiver relationships are crucial to children’s
development, including social and emotional wellbeing into adulthood (Bowlby, 1969).
8

Research Methods
Research Hypotheses and Questions
This study explored the directional relationship between adult children of military
families’ levels of suicidality (suicide behavior risk and suicide ideation) and their perceptions of
caregiver relationships, help-seeking attitudes, and resilience scores. The following sections
present the research hypothesis and exploratory research questions.

Research Hypothesis
Adult children of military families with (a) more positive perceptions of caregiver
relationships (as measured by the POPS; Robbins, 1994), (b) increased levels of help-seeking
attitudes (as measured by the ATSPPH-SF; Fischer & Farina, 1995), and (c) increased levels of
resilience (as measured by the BRS; Smith et al., 2008) will have an decreased risk of suicidality
as measured by decreased suicide behavior risk (as measured by the SBQ-R; Osman et al., 2001)
and decreased suicide ideation (as measured by the PANSI; Osman et al., 1998; See Figure 1).
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Figure 1: Research Hypothesis
Exploratory Research Questions
Exploratory Research Question 1
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their reported
demographic characteristics (e.g., gender, race/ethnicity, relationship status, nature of
relationship to caregivers)?

Exploratory Research Question 2
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
10

(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their reported militaryaffiliation characteristics (e.g., current military status, partner’s military status, second caregiver
military affiliation, branch affiliation and rank of caregivers)?

Exploratory Research Question 3
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their participant
recruitment method (i.e., M-Turk or Non-MTurk/military/general source)?

Research Design
This study followed a correlational research design involving non-experimental data
collection and analysis with the purpose of evaluating relationships between multiple variables
without manipulation of variables or use of a control group (Gall et al., 2007). The use of
correlational methods allows researchers to explore but not infer causal relationships between
variables through determination of direction and predict influences of variables on one another.
Due to the use of four measures of unique but potentially related constructs within the study, the
correlational design supports determination of relationships between the variables. Further, other
explorations in related social science fields have shown that researchers often use correlational
designs, and the approach has been beneficial for investigating variable relationships and
predicting outcomes for multiple variables in a study (Gall et al., 2007). In consideration of a
11

specific approach to data analysis in a correlational approach, SEM is a valid and reliable
approach to exploring the complex relationship between multiple variables of a correlational
study (Gall et al., 2007).

Population and Sampling
Parenthood and family life have been common features of life for military members since
the introduction of the volunteer military force, and there are more military spouses and children
than service members (Clever & Segal, 2013; Department of Defense [DoD], 2018). According
to the DoD (2018), there are 2,101,134 total DoD force personnel, of whom 38.8% (n = 816,083)
have dependent children. Of those with children, 30.8% (n = 646,882) are married to a nonmilitary member, 5.9% (n = 124,345) are single with children, and 2.1% (n = 44,856) are in a
dual-military marriage with children. There are 1,650,464 dependent children with militaryaffiliated parents with the majority of children being age 0-5 (n = 624,042; 37.8%), 32.1% (n =
529,560) age 6-11, 23.6% (n = 389,729) age 12-18, and 6.5% (n = 107,133) age 19-22. Per the
DoD (2018) data, children are defined as minor dependents that are 20 years of age or younger or
those aged 22 or younger that are currently enrolled as full-time students. Data is not kept for the
total population of independent adult children of DoD force personnel; however, these statistics
indicate that children of military families are often young during their caregiver’s period of
military-affiliation and less likely to have single military caregivers or dual-military caregiver
households.
In consideration of active duty service members, there are 981,871 dependent children to
1,304,418 active duty service members, nearly 4% (n = 51,615) of whom are single parents
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(DoD, 2018). The majority of these children (n = 409,862; 41.7%) have caregivers in the Army,
25.2% (n = 247,003) in the Air Force, 23.6% (n = 232,190) in the Navy, and 9.5% (n = 92,816)
in the Marines. As these numbers do not account for children of retired military members or
veterans or children that are no longer dependents, these data represent only a picture of the
demographics of children of United States Military families and does not adequately convey the
nature of the population of interest for the present study. However, as no data are maintained
related to the number of adult children of military families, these data provide a generalized view
of the demographics of children prior to adulthood and the characteristics that would be expected
in the military-affiliation data collected in the general demographic form.

Sampling Procedures
The population of interest for this study included all adult children of U.S. military
families 18 years of age or older, regardless of personal demographic (e.g., ethnicity, age) or
military characteristics (e.g., parents’ military branch affiliation, personal military affiliation).
Since it was not possible to collect data for this entire population, the researcher used nonprobability convenience sampling procedures to attain a large sample to interpret generalizations
for this population (Gall et al., 2007; Ullman, 2019). In instances where the full population of
interest is unavailable for study, convenience sampling provides researchers with a practical,
efficient, and satisfactory approach to data collection (Gall et al., 2007). To achieve a
convenience sample of adult children of U.S. military families, the researcher invited eligible
individuals to participate through use of a web-based labor portal for data collection, Amazon
Mechanical-Turk (M-Turk), which permitted access to a large, national pool of participants.
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Further, the researcher utilized personal and professional contacts, including the University of
Central Florida’s (UCF) Military Social Work certificate program and the National Military
Family Association, to provide additional sources of verified data. Incorporation of each of these
sources allowed the researcher to achieve the necessary sample size for data analysis while
reaching a broad group of potential participants representing diverse backgrounds and
geographical locations.
To achieve appropriate representation of this population and to meet statistical power
requirements, it was essential to determine the necessary sample size prior to data collection
(Gall et al., 2007). For SEM, scholars recommend larger sample sizes for model fit, power, and
reliable parameter estimates (Schumaker & Lomax, 2016). These researchers recommend
conducting an a priori power analysis to determine the appropriate sample size needed for a
given study using a statistical calculator available from www.danielsoper.com (Soper, 2018).
Five latent variables and twelve observed or manifest variables were considered at the
probability level of p < 0.05 for the power analysis. With these parameters considered, a
minimum sample size of 376 is required to achieve a small effect size of 0.2 and a high statistical
power of 0.8 (Soper, 2018). In recognition of this power analysis and to account for potential
missing values, outliers, and attrition in data collection, the researcher sought to conduct the
study with a minimum target sample size of 400.

Data Collection Procedures
Before engaging in participant recruitment and data collection procedures, the researcher
obtained approval from the Institutional Review Board (IRB) at the University of Central
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Florida. To obtain this approval, the researcher submitted all materials of the IRB application
packet including: (a) the human research protocol, (b) the informed consent, (c) the recruitment
email and any additional recruitment materials, (d) the demographic questionnaire, and (e) the
assessment instruments (i.e. SBQ-R, PANSI, POPS, ATSPPH-SF, and BRS). Each of the
included measures were publicly available for use at no cost to the researcher.
Per the Tailored Design Method (TDM; Dillman et al., 2014) for survey research, survey
research should utilize procedures that promote perceptions of participant trust, maximized
rewards, and minimized costs. The researcher fostered these tenets through clear communication
and correspondence with organizations, groups, and individuals that agreed to participate in the
study and provision of clear details related to participation through informed consent. These
considerations included emphasizing the confidentiality and anonymity of collected data,
providing recommendations for mental health resources to any participants of the study, and
including researcher contact information.
To conduct the data collection process, the researcher created the web-based survey by
uploading the necessary IRB materials and assessment tools to the online platform Qualtrics.
Through this survey creation process, a unique access link was produced for survey access. After
IRB permission was received, the sample for this study was recruited through nonprobability,
convenience sampling methods. While this sampling method is not desirable due to potential
limitations of generalizability, it is a commonly used method to acquire a sample and collect data
on a specific sample to meet the needs and purposes of a study (Gall et al., 2007). The primary
recruitment source of the study was Amazon Mechanical-Turk (M-Turk) platform, a web-based
labor portal. M-Turk has become a popular data recruitment method in academia with more than
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15,000 papers using the phrase “Mechanical Turk” within social science research between 20062014 alone as advances in technology have permitted easier access to larger and more diverse,
low-cost samples (Chandler & Shapiro, 2016). Web-based labor portals have shown to be
efficient alternatives to university-based samples, yielding equivalent or more reliable results
(Behrend, 2011; Buhrmester et al., 2011; Chandler & Shapiro, 2016; Johnson & Borden, 2012).
Studies have also examined the validity of data (Johnson & Borden, 2012; Wickham et al.,
2015), effect sizes (Klein et al. 2014), and the attentiveness and honesty of participants (Paolacci
et al., 2010) with favorable findings. Further, M-Turk provides the opportunity to reach a
national sample with greater diversity than typical college samples. Guidelines to minimize and
avoid potential methodological issues were followed, such as measuring attrition and preventing
duplicate workers (Chandler & Shapiro, 2016).
To broaden the sample and to collect data from population-specific sources, participants
were also recruited from social media groups for national organizations focused on the target
population, such as the National Military Family Association and the Military Family Support
Group. Further, the researcher provided the survey link to military-affiliated supports (e.g.,
National Military Family Association) and colleagues (e.g., the UCF Military Social Work
Program) within the institution of their affiliation and outside of the institution. Announcements
requesting participants from these groups were made biweekly or as often as permitted by the
unique source from the time of IRB approval through the data collection window.
For participation in the study, participants recruited and participating through M-Turk
were offered a monetary incentive of $2.00 to complete the online questionnaire. To provide
equivalent compensation to participants recruited outside of the M-Turk platform, the researcher
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made equivalent monetary donations per participant to a charity supporting mental health for
children of military families. To achieve the desired sample size of 400 participants, more than
one quarter of the sample, 113 participants, were recruited from personal and professional
Military contacts. The remaining 326 participants were obtained through M-Turk recruitment.

Instrumentation
The study utilized six data collection measures, including (a) general demographic form,
(b) Suicide Behaviors Questionnaire-Revised (SBQ-R; Osman et al., 2001), (c) Positive and
Negative Suicidal Ideation Inventory (PANSI; Osman et al., 1998), (d) Perception of Parents
Scale (POPS; Robbins, 1994), (e) Attitudes Toward Seeking Professional Psychological Help –
Short Form (ATSPPH-SF; Fischer & Farina, 1995), and (f) Brief Resilience Scale (BRS; Smith
et al., 2008). Each of the instruments that were used in this study were publicly available to the
researcher at no cost. All the instruments were put together into a singular data collection packet
and disseminated to participants through an online web-based survey link (e.g., Qualtrics). The
following information delineates the characteristics and psychometric features of the six data
collection instruments.

General Demographic Questionnaire
To evaluate participant data related to demographic variables (e.g., gender identity, age,
and race/ethnicity), the researcher included a general demographic questionnaire in the study.
Collected demographic information provided data regarding the general characteristics of the
participants to determine if the sample was representative of the target population and to provide
information related to additional variables that may impact factor relationships. Specifically, the
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demographic survey enabled the researcher to collect participants’ data including: (a) gender
identity, (b) age, (c) racial and ethnic background, (d) sexual/affectional orientation, (e)
relationship status, (f) religious affiliation, (g) the nature of the relationship between the
participant and their primary at-home and military caregivers (e.g., biological parent, adopted
parent, custodial parent, non-custodial parent, other familial relationship, other relationship), and
(h) the nature of the relationship between their primary caregivers (e.g., married, divorced, living
together, familial relationship, non-familial relationship).
Further, the collected information provided insight on the nature of the military affiliation
of the individuals in the survey (e.g., personal military status, branch and rank of military
caregiver, and timeframe of caregiver’s military affiliation). Particular information that was
acquired for this study provided information about the potential influence of the caregiver’s
military affiliation on the participant, including: (a) participant’s current military status (e.g., not
affiliated with the military, veteran, active member, reserve member), branch affiliation (e.g.,
Army, Navy, Marines, Coast Guard, Air Force), and rank (e.g., enlisted, officer); (b)
participant’s partner’s military status, branch affiliation, and rank; (c) participant’s caregiver’s
military status, branch affiliation, and rank during participant’s childhood (e.g., up to and
including age 18); (d) age of participant during caregiver’s years of military affiliation during
participant’s childhood (e.g., up to and including age 18); (e) total years of caregivers’ military
affiliation during participant’s childhood (e.g., up to and including age 18); (f) total number of
deployments of the military-affiliated caregiver during participant’s childhood (e.g., up to and
including age 18); and (g) total years, if any, living at a military base during participant’s
childhood (e.g., up to and including age 18). The participant was able to provide the same
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information related to their at-home caregiver if their second caregiver was affiliated with the
military.

Suicide Behaviors Questionnaire-Revised
The Suicide Behaviors Questionnaire is a four-item instrument developed by Linehan to
assess suicidal behaviors (Linehan & Nielson, 1981). A revised version of the instrument, the
Suicide Behaviors Questionnaire-Revised (SBQ-R) assesses the same four items of the original
scale with changes only made to the response format (Osman et al., 2001). Each item of the scale
is designed to evaluate one of the following risk factors for suicide completion: (a) suicidal
thoughts and attempts (item 1), (b) the frequency of suicidal thoughts (item 2), (c) the threat of
suicide attempts (item 3), and (d) the likelihood of future suicide attempts (item 4). The items of
the scale are answered based on different Likert scales with two items containing answer choices
that correspond to the same number of points. The range for total scores of the SBQ-R is 3-18,
with a cutoff score of 7 for nonclinical samples and 8 for clinical samples with higher scores
indicating greater risk of suicide.
The SBQ-R has shown evidence of validity with participants of both clinical and nonclinical samples (Osman et al., 2001). In initial validation studies, clinical samples, composed of
adolescent and adult psychiatric inpatient participants, intercorrelations between SBQ-R items
ranged 0.62-0.76 with coefficients of α = 0.88 and α = 0.87 respectively. Further, in non-clinical
samples of high school students and undergraduate students, intercorrelations ranged from 0.220.82 with coefficients of α = 0.87 and α = 0.76 respectively. The SBQ-R has been utilized with
military populations, showing internal consistencies of α = 0.72-0.84 (Bryan & Clemans, 2013;

19

Guiterrez et al., 2019; Stanley et al., 2017). The researcher anticipated that the measurement
model would fit a one-factor solution, as previously displayed in validation studies (Osman et al.,
2001; see Figure 2).

Figure 2: Anticipated Measurement Model of the SBQ-R
Positive and Negative Suicide Ideation Inventory
The Positive and Negative Suicide Ideation Inventory (PANSI) is a 14-item measure
created to assess the frequency of positive and negative thoughts related to suicide (Osman et al.,
1998). The initial development of the assessment included an exploratory factor analysis and a
confirmatory factor analysis that resulted in the final 14 items and determined a two-factor
solution. The two factors include Positive Ideation (6-items) and Negative Ideation (8-items).
Items are scored using a 5-point Likert scale ranging from 1 (none of the time) to 5 (most of the
time). Higher scores on the Positive Ideation subscale indicate lower frequency of suicidal
ideation while higher scores on the Negative Ideation subscale suggest higher frequency of
suicidal ideation (Osman et al., 1998).
The PANSI was developed through an exploratory factor analysis (EFA) and
confirmatory factor analysis (CFA) that determined the scale’s two-factor structure (Osman et
al., 1998). Initial internal consistency estimates showed good to excellent reliability with α =
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0.80 for Positive Ideation and α = 0.91 for Negative Ideation. Additional supporting research has
demonstrated reliability with internal consistencies of α = 0.70-0.96 for the subscales
(Muehlenkamp et al., 2005; Osman et al., 2002; Osman et al., 2003). Since the original
validation studies of the PANSI, the two-factor structure has been confirmed (Osman et al.,
1998; Osman et al., 2002), and the researcher anticipated a two-factor solution for the instrument
in the study (see Figure 3).

Figure 3: Anticipated Measurement Model of the PANSI
Perception of Parents Scale
Grolnick, Ryan, and Deci (1991) developed the initial form of the Perception of Parents
Scale (POPS) to determine children’s perceptions of their parents’ involvement and support in
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their lives. The items of the scale were designed in consideration of ideal parenting context, as
outlined by self-determination theory (Grolnick et al., 1997). Robbins (1994) adapted the POPS
for use with adolescents and older individuals to assess perceptions of their parents’ support. The
adapted scale includes 42 items, each using a 7-point Likert scale ranging from 1 (not at all true)
to 7 (very true). These questions assess the support of the mother and the father separately with
six subscales: (a) mother autonomy support, (b) mother involvement, (c) mother warmth, (d)
father autonomy support, (e) father involvement, and (f) father warmth. For the purposes of this
study and in recognition of diverse, nontraditional family systems, the assessment was modified
to use the terms “Military Caregiver” and “Second Caregiver” to distinguish caregiver roles
based on military-affiliation and broaden categories to be inclusive of all family roles and gender
identities.
The POPS has demonstrated good psychometric properties with reliability coefficients of
each of the six subscales ranging from α = 0.80-0.87 (Padilla-Walker & Nelson, 2012).
Additional studies have confirmed the factor structure and provided support of high internal
consistency for the subscales, ranging from α = 0.64-0.93 (Kharazzi & Kareshki, 2010; Niemac
et al., 2006; Meinzer et al., 2014). In consideration of the existing support for these subscales, the
researcher anticipated the measurement model of the adapted POPS would contain six factors
corresponding to the six established factors (see Figure 4).
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Figure 4: Anticipated Measurement Model of the POPS with Military Adaptations
Attitudes Toward Seeking Professional Psychological Help – Short Form
The Attitudes Toward Seeking Professional Psychological Help – Short Form (ATSPPHSF) was developed to assess general attitudes of participants toward seeking psychological
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treatment (Fischer & Farina, 1995). The scale includes 10 self-report items presented on a 4point Likert scale ranging from 0 (disagree) to 3 (agree). These items comprise two subscales:
(a) positive attitudes (openness to seeking treatment) and (b) negative attitudes (values in seeking
treatment). The researcher anticipated that the measurement model of the ATSPPH-SF would
contain these two factors (see Figure 5). The items related to the negative attitudes scale are
reverse coded. ATSPPH-SF scores are determined by summing the scores of each item and yield
scores ranging from 0-30. Higher scores demonstrate more positive attitudes toward
psychological treatment, while lower scores show more negative attitudes toward psychological
treatment.
Initial evidence of the properties of the ATSPPH-SF was provided through evaluations of
college students, yielding an internal consistency coefficient of α = 0.82 and test-retest reliability
of r = 0.80 (Fischer & Farina, 1995). Additional evidence of internal consistency with general
population samples has been established with coefficients ranging α = 0.82-0.84 (Constantine,
2002; Komiya et al., 2000). The ATSPPH-SF has been employed with military populations, with
researchers confirming that mean scores were comparable between general and military
populations and establishing internal consistency at α = 0.82 (Kehle et al., 2010; MeshbergCohen et al., 2017). Based on support for the scale’s factor structure, the researcher anticipated a
two-factor structure would be observed in the study (see Figure 5).
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Figure 5: Anticipated Measurement Model of the ATSPPH-SF
Brief Resilience Scale
The Brief Resilience Scale (BRS) was developed by Smith and colleagues (2008) to
assess resilience, or one’s ability to bounce back or recover following stress. The BRS includes
six self-report items that assess participants’ agreement with statements related to personal
resiliency. Participants respond to these prompts on a 5-point Likert scale ranging from 1
(strongly disagree) to 5 (strongly agree). Items 1, 3, and 5 are positively worded, and items 2, 4,
and 6 are negatively worded, requiring reverse coding. BRS scores are determined by totaling the
scores and then averaging them for a total range of 1-5 (Smith et al., 2008). Scores below 3.00
are assessed to be low resilience, and scores above 4.30 are high resilience. Scores in between
are average.
The BRS demonstrated good to excellent reliability coefficients ranging from α = 0.70.95 (Smith et al., 2008; Smith et al., 2013; Windle et al., 2011). In the initial validation study,
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factor loadings per item ranged from 0.68-0.91 with coefficients α = 0.80-.91. The scale showed
test-retest reliability of .61-.69. The scale has been employed with military samples, including
use with military members, spouses, and children (De la Rosa et al., 2016; Sharma & Nagle,
2018; Sinclair et al., 2019). A reliability coefficient (α = 0.88) was provided in one of the
military-affiliated samples (Sinclair et al., 2019). The researcher expected that the measurement
model would fit a one-factor solution based on data of previous validation studies (Smith et al.,
2008; see Figure 6).

Figure 6: Anticipated Measurement Model of the BRS
Data Analysis Procedures
For this study, the researcher collected data through an electronic web-based survey
hosted on the Qualtrics platform using six self-report measures including the (a) general
demographic form, (b) SBQ-R (Osman et al., 2001), (c) PANSI (Osman et al., 1998), (d) POPS
(Robbins, 1994), (e) ATSPPH-SF (Fischer & Farina, 1995), and (f) BRS (Smith et al., 2008).
Following data collection, the researcher used the available software of the researcher’s affiliated
university, the Statistical Package for Social Sciences (SPSS, Version 25), to screen the initial
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data and analyzed the data corresponding to the exploratory research questions. SPSS software
was also used to determine descriptive statistics related to the data collected, including those for
demographics and military-affiliation characteristics. To analyze the research hypothesis through
structural equation modeling, a different statistical software, R, was utilized. The R software is
free to use and the lavaan statistical package for the software was specifically designated to run
SEM (Rosseel, 2012; R Foundation, 2020).

Data Cleaning and Assumption Testing
To ensure that data was appropriate for quantitative analysis, the researcher cleaned the
data and verified that statistical assumptions were met (Lomax & Hahs-Vaughn, 2012). To move
forward with data analysis procedures, it was essential to test for statistical assumptions
including univariate and multivariate normality, linearity between variables, absence of
multicollinearity, homoscedasticity, and residuals (Ullman, 2019). Data screening for the study
also required ensuring an adequate sample size had been met (Ullman, 2019). Based on the a
priori power analysis, this step required ensuring a sample size of at least 376 (Soper, 2018) and
a desired sample size of at least 400.

Missing Data and Outliers
The researcher then needed to screen the data for missing values and outliers. Missing
data may result due to participants’ failure to respond to questions and attrition; however, the
pattern of missingness rather than the causation determined how the researcher managed the
missing values (Ullman, 2019). The researcher evaluated how many demographic and constructrelated items contained missing data and examined the pattern of the missing values. Little’s
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(1998) missing completely at random (MCAR) test can help the researcher to determine if
missing data is consequential to findings, which would be optimal (Ullman, 2019). If the missing
data fits the pattern of being missing at random, the expectation maximization (EM) algorithm
could have been used to substitute missing data through estimating and filling in missing values
(Ullman, 2019). However, screening procedures resulted in no missing data pertaining to the
constructs assessed. In the event of outliers, or data that has an extreme value for one variable or
an unlikely combination of multiple variables, the researcher would need to justify causes for
these distortions, remove the values, or adjust the values through additional statistical procedures
(Lomax & Hahs-Vaughn, 2012).

Normality
In consideration of normality, the researcher evaluated the skewness (e.g., the symmetry
of the distribution) and kurtosis (e.g., the shape or height of the distribution) of the data (Lomax
& Hahs-Vaughn, 2012). These features can be evaluated visually using histograms, boxplots, and
normal probability (Q-Q) plots. There are also statistical procedures to make the determination of
normality, such as Shapiro Wilk and Kolmogorov-Smirnov statistics (Lomax & Hahs-Vaughn,
2012). If significant skewness or kurtosis are found in the data, transformations of data can be
attempted, or an estimation method can be employed to manage the nonnormality of the data
(Ullman, 2019).

Absence of Multicollinearity
SEM requires that the assumption of the absence of multicollinearity and singularity be
met (Ullman, 2019). Multicollinearity occurs when variables are too highly correlated, which
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leads to instability among regression coefficients and restricts the generalizability of estimated
regression models (Lomax & Hahs-Vaughn, 2012). The researcher screened for multicollinearity
through computation of a variance inflation factor (VIF) for each predictor, and if present, the
researcher can manage the concern through transformations of the variable to reduce or remove
the issue or using principal component scores from principal component analysis rather than raw
variable scores (Lomax & Hahs-Vaughn, 2012).

Linearity
The assumption of linearity of data implies that a linear relationship exists between
variables and that a straight line can be considered a reasonable fit for the data (Lomax & HahsVaughn, 2012). The impact of a violation of linearity can be reduced strength of the relationship
(Lomax & Hahs-Vaughn, 2012). The researcher roughly visually assessed for violations of this
assumption using scatterplots and can refine the testing of this assumption through statistical
assessment of linearity through determination of best fit. If nonlinear relationships are present
between variables, the researcher can manage the concern by increasing the measured variables
to powers (Ullman, 2019).

Homoscedasticity
The assumption of homoscedasticity, or the homogeneity of variance, of data is violated
when heteroscedasticity occurs (Ullman, 2019). Heteroscedasticity is the result of either a nonnormal variable or the event that one variable is associated with a transformation of another and
can result in poor power and damaged alpha levels. Assessment of normality and use of Levene’s
test can aid researchers in recognizing this concern. In the event of heteroscedasticity, the
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research can deal with the violation through various procedures, including reduction of alpha and
testing at more rigid alpha levels, such as use of .01 as opposed to .05, or use of alternative
procedures (Lomax & Hahs-Vaughn, 2012).

Residuals
Following model estimation in SEM, the researcher would expect that residuals would be
small and close to a zero value and that the frequency distribution of residuals would be
symmetrical. In SEM, the residuals are covariances, and nonsymmetrical frequency distributions
can imply that a model is a poor fit to the data (Ullman, 2019). In this event, the model is
estimating some of the covariance well and some of the covariance ineffectively. If significant
residuals are evident, the researcher can use the Lagrange Multiplier (LM) test recommended by
Ullman (2019) to assess the residuals and can potentially add paths to the model to account for
them.

Statistical Method to Examine the Research Hypothesis
The researcher used SEM to investigate the research hypothesis. SEM is an approach to
testing hypotheses related to links between variables that is sometimes referred to as latent
variable causal modeling due to the inclusion of measurement of latent variables (Gall et al.,
2007). SEM evaluates specified measurement models to determine how manifest variables
measure latent variables and the nature of the relationships between those variables based on
direction and strength of the association (Crockett, 2012). An additional goal of SEM is to
explain as much of the variance in the set of variables as possible with the specified model
(Kline, 1998). The process for using SEM in counseling research requires use of a five-stage
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approach including (a) model specification, (b) model identification, (c) model estimation, (d)
model testing, and (e) model modification (Crockett, 2012).
To conduct the SEM process, the researcher first determines the theoretical measurement
model based on the latent variables through a review of the literature prior to data collection and
analysis (Crockett, 2012; Ullman, 2019). SEM enables the researcher to determine the possible
relationship between the variables (Ullman, 2019). For this study, the structural model included
perceptions of caregiver relationships, help-seeking attitudes, and resilience as predictors of
suicidality (i.e., suicidal behavior risk and suicide ideation). The next step of the SEM approach
takes place prior to estimating model parameters and requires the researcher to determine if it is
theoretically possible to achieve a unique estimate for each parameter and solution through SEM
(Crockett, 2012). The researcher then determines measures for the variables and collects data.
Following these steps, the researcher conducts preliminary descriptive statistical analysis, such
as screening for missing values and testing assumptions. After these preliminary steps to data
analysis, the researcher estimates parameters in the model and determines the global fit of the
model and the fit of the individual model parameters (Crockett, 2012; Hair et al., 2019). The
final step of model modification involves adapting parameters, if necessary, to improve the fit of
the theoretical model to the research findings (Crockett, 2012).
SEM is an advantageous approach to data analysis for this study. SEM procedures permit
researchers to analyze a theoretical model established and supported by literature and theory
(Crockett, 2012; Graziano & Raulin, 2014; Sherrell & Lambie, 2017). Additionally, while the
correlational design of the study does not permit inferences of causation, SEM analyses provide
an indication of the strength and directionality of relationships between variables of study
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(Graziano & Raulin, 2004). SEM allows for the analysis of multiple independent and dependent
variables and concurrent investigations of direct and indirect effects between constructs
(Crockett, 2012; Stage et al., 2004). Further, the analytic procedures give clear estimates of error
variance among the data collection instruments (Byrne, 2016). Through SEM procedures,
researchers can explain the increasingly complex variables and phenomena being explored in
counseling research (Crockett, 2012).

Statistical Method to Examine the Exploratory Research Questions
To investigate the exploratory research questions of the study, the researcher employed
multiple parametric and nonparametric procedures. The researcher evaluated descriptive
statistics to organize and summarize the collected data and to determine the demographic and
military-affiliation characteristics of the sample (Gall et al., 2007). This descriptive data enabled
comparisons of measurement scores based on these variables and provided additional insight into
the representativeness of the sample.
To determine the nature of any independent correlations between the constructs of the
study and demographic and military-affiliated characteristics of the sample the researcher
computed Pearson product-moment correlation coefficients (r) and Spearman’s rho rank-order
correlation (ρ). These procedures allowed the researcher to examine if there were relationships
evident between the constructs and provided an appropriate correlational statistic to evaluate the
strength of relationships of scores on the measures assessing the study’s constructs with Pearson
correlations being used for normal data and Spearman’s rho rank-order correlations being
applicable for non-normal data (Gall et al., 2007). The researcher also utilized one-way ANOVA
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procedures to explore any differences among means in relation to the measurement scores for the
constructs of interest and utilized Fisher’s Least Significant Difference (LSD) post hoc analyses
to determine which groups exhibited significant variation. Simple linear regressions (SLR) and
multiple linear regressions (MLR) were additionally employed to determine the predictive value
of variables on the constructs of interest (Gall et al., 2007).

Ethical Considerations
The researcher reviewed ethical considerations prior to beginning this study and adhered
to strict ethical guidelines through all stages of the research. Due to the sensitive nature of the
topics explored in this study (e.g., mental health and suicidality), the researcher took every
possible precaution to ensure the safety of participants and to mitigate any potential risks. The
researcher submitted all study information to the University of Central Florida’s Institutional
Review Board (IRB) and received their approval prior to beginning the study. The researcher’s
dissertation committee provided further review and approval. In particular, the researcher, IRB,
and dissertation committee ensured that the following ethical considerations were followed: (a)
all participant data would remain confidential and anonymous, (b) participation in this study was
strictly voluntary, (c) participants right to withdraw from participation was honored, (d)
participants were informed of all procedures and their rights through an informed consent form
prior to participation, (e) participants had access to the researcher’s contact information and that
of the IRB to address any questions or concerns, (f) the researcher employed only data
instrumentation that was publicly available and showed evidence of reliability and validity and
made modifications to reflect diversity and the current language applicable to the population, (g)
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the researcher provided suicide prevention resources specific to military populations, and (h) the
researcher consulted with military-affiliated individuals and organizations to ensure sensitivity of
the study to the needs of the target population.

Potential Limitations of the Study
There were several potential limitations to the study despite best efforts of the researcher
to mitigate their effects. Primarily, the correlational design of this research study posed inherent
limitations of the research findings. Correlational design studies allow for only analysis of
relationships between variables of interest and cannot infer any causation (Gall et al., 2007). The
only methods that can infer causation are experimental approaches to research that involve
random assignment and variable manipulation. As an experimental method for the constructs of
interest is unsuitable, the correlational design is appropriate for this study; however, this
limitation poses concerns to internal and external validity of the results of the study. Further,
through the correlational study design, there was a concern of ambiguous temporal precedence,
wherein the researcher is unable to determine whether the participants demonstrated
characteristics as a result of another variable or if one variable preceded another (Johnson &
Christensen, 2017). Correlational research also led to a limitation of restriction of range, whereby
the characteristics of the sample or population could restrict scores and impact the magnitude of
correlations (Lomax & Hahs-Vaughn, 2012).
Another limitation to the study involved the data collection procedures. The study
employed non-probability convenience sampling, which reduced the generalizability of the
findings of the study (Gall et al., 2007). Use of the web-based labor portal, M-Turk, may have
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posed additional risks to the ability to generalize the results of the study to the entire population
of adult children of military families despite research indicating that these samples are as reliable
as university samples (Behrend, 2011; Chandler & Shapiro, 2016). Participants of studies
employing M-Turk may have unique characteristics that distinguish them from the general
population and cannot be assumed to generalize to the target population without additional data
(Chandler & Shapiro, 2016). Further, while participants were required to indicate that they had a
primary caregiver that was in the military, participants could intentionally or unintentionally
misrepresent themselves in order to participate and/or receive compensation, which could create
bias in scores and damage the reliability of the results. It is also worth noting that only members
of the target population with access to the technology and Internet access and motivation to
participate in the study could be included (Kraemer et al., 2017).
Finally, due to the constructs being evaluated, the nature of the measures incorporated in
the study must be considered. Despite that self-report survey measures are the most used forms
of assessment in data collection, these methods lend to participant bias in responses and potential
inaccuracy of data (Dillman et al., 2014). Concerns related to self-report data are relevant as each
of the measures in this study were self-report assessments. Additionally, many of the items of the
demographic questionnaire require reporting of prior events rather than present circumstances,
resulting in retrospective data, which can lead to increased threats to validity (Maughan &
Rutter, 1997; Newbury et al., 2018; Tofthagen, 2012). Further, due to perceived stigma of mental
healthcare within the military culture, participants may have been less likely to report suicidal
behaviors (Curtis, 2010). Based on the measure of the construct, assessing suicide risk behaviors,
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the study inherently excludes any participants that may have completed suicide and therefore
cannot explore if or how these factors may have impacted these deaths.

Chapter One Summary
This study assessed the directional relationship between adult children of U.S. military
families’ suicidality and their levels of resilience, help-seeking attitudes, and perceptions of
caregiver relationships. In Chapter One, the researcher outlined the background and rationale for
the study, the significance of the investigation, the constructs of interest (i.e., suicidality,
resilience, help-seeking attitudes, and perceptions of caregiver relationships), and the research
hypothesis and questions guiding the study. The researcher additionally provided information
regarding the study’s methods, including (a) research design, (b) population and sampling, (c)
data collection, (d) instrumentation, and (e) analysis. The researcher concluded the chapter with
limitations and implications of the research investigation.
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CHAPTER TWO: LITERATURE REVIEW
In chapter two, the researcher examines major areas of theory and research pertaining to
the study, including (a) suicidality, (b) resilience, (c) help-seeking attitudes, and (d) caregiver
relationships. The chapter introduces the population of interest, adult children of military
families. Second, the chapter addresses suicidality among children of military families,
addressing elements of mental health and military culture that influence outcomes related to
suicidality. Next, the chapter includes the concepts of resilience, help-seeking attitudes, and
caregiver relationships in relation to the population of children of military families and regarding
their impact on experiences of suicidality. The researcher additionally provides information
describing the theoretical framework of Family Stress and Resilience Theory (FSRT) and the
application of the theory to military families to contextualize the study. The chapter concludes
with a discussion of the relationships between the constructs of interest and support for this
research investigation.

Adult Children of Military Families
Family life has been considered a priority to military culture (Clever & Segal, 2013). As
such, the Department of Defense (DoD, 2018) collects data regarding the personal demographic
and military-affiliation characteristics of all military members as well as information regarding
members’ spouses and dependent children. While this study focused on adults raised in military
families, in the DoD report only a small portion of the data for active duty or Selected Reserve
members represent individuals age 18 or older. However, the information regarding
characteristics of younger children of military members provides key insight to the
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developmental stages of children during their caregivers’ military work and expected
demographics for this study. The DoD does not report data for independent or adult children of
DoD personnel or children of Veterans, making numbers specific to individuals raised in military
families difficult to ascertain.
According to the 2018 report, there were 2,101,134 total force personnel and 2,627,805
associated spouses and dependent children, indicating that there were more family members
(55.6%) than military personnel (44.4%). Regarding military family structures that included
children, most military members endorsed that they were “Married to Civilian, with Children” (n
= 646,882; 30.8%) with the remainder endorsing that they were “Single, with Children” (n =
124,345; 5.9%) or in a “Dual-Military Marriage, with Children” (n = 44,856; 2.1%). All other
military members endorsed being single or in a marriage with no children at the time of the
report. Children were considered to be minor dependents age 20 or younger and dependents age
22 or younger that were full-time students.
According to the DoD (2018) report criteria, 38.8% (n = 816,083) of military personnel
have dependent children, and there are 1,650,464 dependent children with one or more militaryaffiliated parents. Regarding the age of children of military personnel, most children were under
the age of 11 at the time of their caregiver’s military affiliation (n = 1,153,602; 69.9%).
Specifically, 37.8% (n = 624,042) of military children were 0-5 years of age, while 32.1% (n =
529,560) were 6-11. Further, 23.6% (n = 389,729) of children were 12-18 years of age, and 6.5%
(n = 107,133) were 19-22.

38

Active Duty Families
The DoD (2018) further breaks down the composition of military families based upon
active duty and reserve and guard families. Regarding active duty families, 37.3% (n = 486,495)
of active duty members of the military endorsed having children. The total number of children of
active duty military personnel was 981,971, with an average of two children per active duty
member. Military children were classified by branch affiliation of the military member (a) Army
(41.7%; n = 409,862); (b) Air Force (25.2%; n = 247,003); (c) Navy (23.6%; n = 232,190); and
(d) Marine Corps (9.5%; n = 92,816). Regarding age, children were ages 0-5 (42.1%; n =
413,567), 6-11 (32.2%; n = 316,551), 12-18 (21.6%; n = 211,685), and 19-22 (4.1%; n =
40,068). The DoD provided information on children’s reported genders designating children as
50.7% (n = 288,222) male and 49.3% (n = 280,082) female.
The DoD (2018) report further delineated family status by ranking and pay grade
indicating that among enlisted military members, junior enlisted members (E1-E4) were most
likely to be single without children with only 9.4% (n = 53,565) indicating they were married to
a civilian with children, less than 2% (n = 10,380) single with children, and fewer than 1% (n =
4,175) in a dual-military marriage with children. Mid-level (E5-E6) enlisted members were most
likely to be married to a civilian with children (42.1%; n = 159,132) with 6% (n = 22,765)
reporting being single with children and 3.6% (n = 13,727) in dual-military marriages with
children. For senior enlisted members, 67% (n = 85,592) were married to a civilian with
children, 8.9% were single with children, and 5.7% (n = 7,320) were in dual-military marriages
with children.
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Regarding officers, warrant officers were most likely to be married to a civilian with
children (69.4%; n = 12,598) with an additional 7.1% (n = 1,297) endorsing being single with
children and 3.5% (n = 635) in dual-military marriages with children. Junior officers (O1-O3)
were predominantly single without children, but family structures with children were endorsed
with 26.9% (n = 35,161) married to a civilian with children, 2% (n = 2,721) single with children,
and 2% (n = 2,568) in dual-military marriages with children. Mid-level officers (O4-O6) were
most likely to be married to a civilian with children (69.1%; n = 56,240) while 2.7% (n = 3,551)
were in dual-military marriages with children and 2.3% (n = 3,027) were single with children.
Finally, regarding senior officers (O7-O10), 65.2% (n = 604) were most likely to be married to a
civilian with children, while they were equally likely to be single with children or in dualmilitary marriages with children at 1.3% (n = 12) for each designation.

Selected Reserve Families
The Selected Reserve Force includes 802,842 members across seven components: (a)
Army National Guard (n = 335,204), (b) Army Reserve (n = 188,811), (c) Air National Guard (n
= 107,469), (d) Air Force Reserve (n = 68,703), (e) Navy Reserve (n = 58,196), (f) Marine Corps
Reserve (n = 38,333), and (g) Department of Homeland Security (DHS) Coast Guard Reserve (n
= 6,126). Of the Selected Reserve Members, 41.5% (n = 332,932) have children with an average
of two children per member. By age, children of Selected Reserve members were 0-5 (31.5%; n
= 212,740), 6-11 (31.9%; n = 215, 218), 12-18 (26.6%, n = 179,665), and 19-22 (10%; n =
67,519). By reported gender, children were 50.8% (n = 343,308) male and 49.2% (n = 331,834)
female. Regarding Selected Reserve members with children, 30.7% (n = 246,750) are married to
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a civilian with children, 9.1% (n = 73,177) are single with children, and 1.6% (n = 13,005) are in
dual-military marriages with children.
The DoD (2018) further considered the number of children based on members’ branch
and ranking. Based on branch affiliation, the Coast Guard Reserve had the largest percentage of
members with children (54.6%), and the Marine Corps Reserve had the lowest percentage at
19.6%. Across all components of the Selected Reserve Force, mid-level officers (O4-O6; 73.7%)
and senior enlisted members (E7-E9; 71.5%) were most likely to have children and junior
enlisted members (E1-E4; 17%) were least likely to have children.

Military Context
Military life includes a cultural system with specific values and structures that prioritize
members’ missions and units in an outlook meant to preserve the safety of military members
(Blaisure et al., 2015; Hall, 2011). Further, military members’ experiences, such as frequent
deployments, family separations, and relocations, often lead to adjustments for their families as
well (Blaisure et al., 2015). As such, despite the family focus of the military, the military
lifestyle inherently involves unique elements that can have a profound impact on childhood
development with lasting effects into adulthood (Blaisure et al., 2015; Clever & Segal, 2013;
Everson & Figley, 2011).

Military Culture
The military culture imparts unique values and structures of living on military members
and their families (Blaisure et al., 2015; Hall, 2011; Weiss & Coll, 2011). The military lifestyle
is structured and hierarchical in nature, following a strict chain of command that influences how
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military members interact with one another. The chain of command is highly structured and
emphasizes the authority of each individual, beginning with the President of the United States,
who serves as the Commander in Chief of the U.S. military. From there, rankings are established
based on individuals’ branch affiliation (e.g., Army, Navy, Marines, Air Force, Coast Guard) and
their rank as an enlisted member, warrant officer, or commissioned officer (Blaisure et al., 2015,
Devries et al., 2012; Hall, 2011; Weiss & Coll, 2011). A service member’s rank represents their
achieved status, indicating their level of responsibility, knowledge, leadership, and expertise
(Devries et al., 2012). Each military member must follow the commands of those of higher
rankings in their chain of command.
The different identities of military members within the chain of command influence the
nature of the experiences of the military members and their families and the associated benefits
of military membership (Blaisure et al., 2015; Devries et al., 2012; Hall, 2011). Enlisted
members, even of senior ranking, must show respect to officers of any level at all times, saluting
them and addressing them as “sir” or “ma’am”. Rules regarding interactions between military
members prevent service members from becoming friendly or fraternizing with members of
different ranks. The rules are designed to reduce favoritism, foster discipline, and protect the
established chain of command (Devries et al., 2012). Interactional patterns of military members
that enforce authority are reinforced through the military lifestyle and passed by military
members to their families (Blaisure et al., 2015; Hall, 2011). For instance, it is common that the
military hierarchy is brought into family relationships, with the military member taking on a
strict leadership role in the home that may be difficult to relinquish during times of separation.
Further, military members may maintain the direct, blunt communication style inherent to
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military commands and hold expectations of compliance of family members (Devries et al.,
2012).
Like the transmission of military structure to the family system, the values promoted
within the military are adopted by military-affiliated families (Blaisure et al., 2016; Hall, 2011).
Military members often adhere to common values of patriotism, camaraderie, respect, strength,
autonomy, independence, bravery, and the “service before self” or “mission first” ideal, which
posits that military members should emphasize the importance of their military mission and unit
above anything else (Blaisure et al., 2015; Hall, 2011). Military values encourage military
members to focus on their work within the military, facilitate strong bonds between military
members, and can serve a protective function during deployments to ensure the safety of military
members and the completion of their objectives (Hall, 2011). For family members, these
principles can also serve positive functions, such as encouraging support to the military family
member, aiding in buy-in to their mission, and fostering the development of resilience
(Castellanos, 2019; Chapin, 2014; Creech et al., 2015). However, these same military values can
lead to disconnections among family members and support systems who are a secondary concern
relative to the service member’s mission (Devries et al., 2012). Further, the military lifestyle and
values system may discourage military members and their families from seeking help when
needed. Military members and their families often do not seek psychological support in order to
appear strong and independent and to avoid perceived dishonor and career ramifications for the
service member (Anestis et al., 2016; Blaisure et al., 2015; Beder, 2012; Vannoy et al., 2016).
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Military Experiences and Stressors
U.S. military family systems experience several distinctive events that affect the
wellbeing of children in the system (Alfano et al., 2015; Blaisure et al., 2015; Castellanos, 2019;
Hall, 2011, 2014). Some of these events include frequent relocations and training or combatrelated deployments of the military-affiliated caregiver (Blaisure et al., 2015). These experiences
have a direct impact on the wellbeing of children within the family system (Chandra et al., 2010;
Creech et al., 2015) through frequent changes to schools and peer relationships, as well as family
separation and adjustment (Ruff & Keim, 2014).
Effects of military experiences on the children of military families may be positive or
negative and vary in their magnitude. The direction of that influence is dependent on how the
family has been able to manage events, such frequent relocations and deployment, and what
resources the family has available to them and utilizes both within and outside of the military
(Castellanos, 2019; Chandra et al., 2010; Creech et al., 2015; Lester et al., 2010; Mmari et al.,
2009). Further, the values system and hierarchical structures of the military influence the nature
of family functioning, and consequently the wellbeing of children of military families (Blaisure
et al., 2015; Hall, 2011, 2014). Impacts on children of military families may extend far beyond
the caregiver’s term of service and persist well into adulthood (Alfano et al., 2015; Castellanos,
2019; Forrest et al., 2018).

Deployment and Relocation
U.S. service members can be sent to new locations on a permanent or temporary basis at
any time for work, combat, or training (Blaisure et al., 2015). Reassignments of location may
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happen with significant preparation time or suddenly with minimal or no notice to members and
their families. The frequent and abrupt relocations that occur can be problematic for military
members and their families who may have to alter or quit routines, activities, and the pursuit of
personal goals, such as education or career ambitions (Blaisure et al., 2015; Burke & Miller,
2017; Segal et al., 2015). Further, peer and family relationships and support systems of military
members and their families can be strained or lost due to changes in proximity and availability of
communication.
Deployment, regardless of the purpose of the mission, can be a difficult time for children
of military families, resulting in significant mental health impacts, such as increased behavioral
and emotional issues, depression, anxiety, and stress (Alfano et al. 2015, Cederbaum et al., 2014,
Chandra et al., 2010; Creech et al., 2015; Gilreath et al., 2015) and disrupted peer and family
support systems (Chandra et al., 2010; Creech et al., 2015; Ruff & Keim, 2014). Whether in
times of war or peace for the country, military members are required to spend weeks to months
away from their homes and families in high-stakes environments for training, combat, or work
(Blaisure et al., 2015). For instance, while training missions are common, perceived as “routine”,
and may not incur the same distress for families as wartime deployments, these missions are
demanding and intended to simulate the realities and hostilities of war, posing risks to military
members’ wellbeing and family functioning.
In times of war, deployments may be less certain and more frequent, involving
considerably less notice and information for families as events are often fast-paced and
circumstances continually shifting (Adams et al., 2005; Blaisure et al., 2015). For instance,
following the terrorist attacks of September 11, 2001, there have been more military
45

deployments than any other time in history, with increased frequency and less time between
missions (Adams et al., 2005). In this time, the military operational tempo, or the frequency and
intensity of operations, drastically increased with ongoing combat and peacekeeping missions
(Blaisure et al., 2015). The increase in deployments was not exclusive to active duty military
members, with significant increases in operational tempo for National Guard and Reserve
components as well (Adams et al., 2005). The increase in military deployments has contributed
to longer and more regular family separations, strongly affecting military family life.
The separation of families can result in damaged relationships with the military caregiver
while the shifting peer relationships can disrupt children’s ability to receive support and cause
feelings of isolation (Ruff & Keim; 2014). Further, the impact of the deployment on the military
caregiver can be substantial, especially when deployments have resulted in increased exposure to
war-related trauma and physical/brain injuries, which influences family functioning even upon
reunion (Adams et al., 2005). Children of military families may be influenced by these
experiences due to their developmental level during the time of military affiliation, with crucial
effects on their attachment bonds with their caregivers, especially for those in single-parent or
dual-military families (Lester & Flake, 2013). Further, how children are able to assimilate and
adapt to their experiences varies with age and experience, leading to differing impacts observed
based on the age of children of military families (Alfano et al., 2015). During caregivers’
deployments, children are more likely to experience emotional and behavioral difficulties,
including increased sadness, anxiety, and fear, changes in school performance, substance misuse,
and a greater risk for suicidality (Alfano et al., 2015).
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Family Resources
The DoD has recognized that the welfare of military families is essential to military
members’ success and productivity and has prioritized the success of families (Blaisure et al.,
2015; Clever & Segal, 2013). The DoD has developed and contributed funding for countless
programs and services designed to support families to thrive despite the stressors of military life
and to overcome challenges and difficulties that they may experience. Support services
extending beyond meeting families’ basic needs have grown exponentially in the last few
decades to enhance military members’ morale and focus on their missions (MacDermaid
Wadsworth & Southwell, 2011). For instance, the DoD provides a large network of schools and
child development centers in the U.S. and overseas through the Department of Defense
Education Activity (DoDEA, 2020). DoDEA schools and centers provide education to 69,688
students in 160 schools, which are located in eleven foreign countries, two U.S. territories, and
seven U.S. states and houses child development centers across 300 military installments
(DoDEA, 2020).
Beyond education, the military takes steps to better support children of military families
(Aronson & Perkins, 2013; Blaisure et al., 2015; FOCUS, 2017; Huffman et al., 2016, 2018;
Tong et al., 2018). For instance, to aid dual-military families, the Army and the Air Force
implemented programs to try to keep married service members in the same location (Huffman et
al., 2016; 2018). The Army further established an assignment stabilization program to attempt to
avoid relocations of soldiers during their children’s senior year of high school to minimize stress
of moving at a crucial period in a child’s life (Tong et al., 2018). All military branches have
made strides to provide extensive resources to families, with some of the programs available
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including social services programs (e.g., services for families experiencing interpersonal family
violence), medical programs, specialized education programs, family social support groups, and
recreational groups (Blaisure et al., 2015; Tong et al., 2018). The goal of implementing these
programs has been to provide social and emotional support to spouses and children of military
members, and programs are regulated and evaluated to ensure successful delivery to all families
(Blaisure et al., 2015).

Military Installations.
While military families are not always able to travel with military members due to the
nature of their missions, many military families are located on military installations near or with
their military-affiliated family members, impacting their access to support services (Blaisure et
al., 2015). Being situated at a military installment can influence families’ access to resources and
their overall wellbeing in ways that contrast from families living in civilian communities
(Milburn & Lightfoot, 2013). The U.S. DoD operates or controls hundreds of military
installations, including forts, bases, camps, and other structures across 63 countries (DoD, 2009).
Installations that exist in the U.S. may include schools, recreational and health facilities, and
shopping venues for use only by military members and their families. Installations additionally
house family support services, including programs to support medical and educational needs of
families (Davis et al., 2012).
Features of U.S. installations compared to overseas locations contribute to vastly
differing experiences for military members and families who reside on military installations.
Installations in other countries are often smaller with fewer available resources and services on a
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given base, which may limit services or require military members and their families to travel
between installations for necessary services and access to organizations (Blaisure et al., 2015).
For instance, the branch-specific program of the Marine Corps implementing school liaisons to
support military children’s academic achievement and adjustment is available only in the U.S.
and Japan (Aronson et al., 2011; Aronson & Perkins, 2013). General programs intended to
provide aid to families are also limited. For instance, Families OverComing Under Stress
(FOCUS) which aims to improve resilience and functioning is available only in the U.S., Japan,
and Germany (Lester et al., 2011; FOCUS, 2017). Additionally, regarding overseas installations,
there may be cultural differences, such as varied language and currency, which may impact
access and convenience of services (Burrell et al., 2006; Blaisure et al., 2015).
Military installations adhere to laws, regulations, and customs that may vary from
surrounding civilian communities, further influencing families’ functioning and wellbeing
(Blaisure et al., 2015). Individuals living on installations are often expected to know and follow
strictly enforced regulations and laws and uphold strict standards for maintaining their residences
in accordance with U.S. military standards and local cultural norms. Further, beyond laws and
regulations, military installations often hold higher regard for polite and respectful language and
behavior, with members expected to hold themselves to higher standards of conduct than may be
required in civilian communities. Military members and families living and working at military
installations must adhere to laws and standards for behavior or they may lose installation housing
privileges if any family members behave inappropriately or in contradiction to the rules and
expectations of the installation, which may incur additional stress on families (Blaisure et al.,
2015; Heintz, 2003). For example, Congress has given military base commanders discretion to
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ban individuals from a base, prohibit particular activities, and determine whether a base is open
or closed to the public in the interest of maintaining security, order, and discipline (Heintz,
2003).
Living on a military installation provides military families with potential benefits,
including a safe and supportive environment that can ensure a sense of community and social
support of others ingrained in the military lifestyle (Hutchinson, 2006; Milburn & Lightfoot,
2013). Further, military installments often afford active duty families with resources not
available to reserve or National Guard families or to families of veterans no longer eligible to
live on military installations (Milburn & Lightfoot, 2013; Wadsworth, 2010; Willerton et al.,
2011). For example, research and programs for military families are implemented and conducted
on military installations. The recreational activities and military-specific support services offered
on a military installment can be extensive, offering unique and valuable opportunities for
military spouses and children to connect with peers that may be lost for military families in
civilian communities (Milburn & Lightfoot, 2013; Mmari et al., 2009). Additional research is
needed to determine how living on military installations impacts vulnerabilities and stressors of
military children (Bradshaw et al., 2010; Milburn & Lightfoot, 2013). As such, future research
should evaluate the factor of living on military installations in relation to known stressors and
possible mental health outcomes observed in children of military families, such as increased
emotional and behavioral concerns and suicidality.
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Suicidality
In the United States, rates of completed suicides have been on a drastic incline, with
suicide becoming the tenth leading cause of death in the nation (CDC, 2018). The risk is higher
for younger subsets of the population, with suicide representing the second leading cause of
death for ages 10-34 and the fourth leading cause of death for ages 35-54 (CDC, 2018). The U.S.
Preventive Services Task Force has defined suicide as deaths that result from self-directed
harmful behaviors with the intent to die (O’Connor et al., 2013). The Task Force further defined
additional constructs of relevance to suicide including suicide risk behaviors such as suicide
ideation (i.e., thoughts of wanting to be dead or of killing oneself), planning (i.e., acts or
preparation to attempt suicide before any possible harm has been initiated), and attempts (i.e.,
non-fatal but potentially harmful efforts made by an individual with the intent of dying;
O’Connor et al., 2013). The term suicidality encompasses both suicide risk behaviors and
completed suicides (Meyers et al., 2010).
While the number of deaths by suicide is an important measure to understand the
prevalence and significant risk of suicide for the nation, the prevalence of suicide risk behaviors
(e.g., ideation, planning, attempts) is more difficult to determine on a national scale and therefore
less available (Nock et al., 2008). Through the 2018 National Survey on Drug Use and Health
conducted by the Substance Abuse and Mental Health Services Administration (SAMHSA,
2019) it was determined that 10.7 million adults (4.3% of the adult population) had seriously
considered killing themselves. Additionally, 3.3 million (1.3%) made suicide plans, and 1.4
million (0.6%) made a suicide attempt. The findings of the SAMHSA national survey indicated
that prevalence of suicide risk behaviors had increased compared to the data collected for the
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previous decade (SAMHSA, 2019). Further, more recent findings of the CDC (Czeisler et al.,
2020) evaluating the impact of the 2020 COVID-19 pandemic have indicated prevalence of
suicide risk behaviors may be on an incline due to imposed safety regulations, with 10.7% of
their survey sample (N = 9,896) endorsing suicide ideation. The CDC findings showed that risk
factors included being younger (i.e., age 18-24), belonging to a racial or ethnic minority group
(e.g., Hispanic and black respondents), working as an unpaid caregiver, and being classified as
an essential worker (i.e., a worker employed at a job that remained open through the pandemic).
Due to the timing of this study, including data collection in 2020 and during the COVID-19
pandemic, the CDC data is of particular relevance to this research investigation as they indicate
how the national climate may impact findings.
Researchers have observed higher rates of suicide risk behaviors in studies of large
subsets of the population. For example, Nock and colleagues (2008) conducted a large-scale
evaluation of suicide risk behaviors of ideation, planning, and attempts through a phased
interview process of 84,850 adults across 17 countries. Based on Nock and colleagues’ findings,
the estimated lifetime prevalence of suicide ideation was 9.2% across their international sample,
while the rate of suicide planning was 3.1%, and the frequency of suicide attempts among the
sample was 2.7%. Specifically, regarding their U.S. sample, participants included 9,282 adults in
the first phase and 5,692 in the second phase for an overall response rate of 70.9%. Regarding
prevalence of suicide risk behaviors, 15.6% of the U.S. sample (n = 1,462) endorsed suicide
ideation, 5.4% (n = 507) reported making a suicide plan, and 5% indicated they made an attempt
(n = 469). The researchers additionally considered the prevalence of behaviors specific to
participants with suicide ideation to determine the likelihood of participants engaging in multiple
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suicide risk behaviors. For U.S. participants who endorsed suicide ideation, 34.5% of
participants had planned for suicide and 31.8% made a suicide attempt. Further, U.S. participants
endorsing suicide ideation were more likely to attempt suicide when they also had a plan for
suicide (54.4%; n = 284), and individuals who endorsed suicide ideation without a plan indicated
a history of suicide attempts less frequently (19.5%, n = 185). While the data from the study
cannot establish overall prevalence for the U.S., the findings appear to indicate a significantly
different risk for U.S. participants than other national data sources (SAMHSA, 2019; CDC,
2020). Further, findings indicate that U.S. participants were more likely to endorse suicide risk
behaviors than international samples (Nock et al., 2008). The results emphasized the important
connection between suicide ideation, planning, and attempts.

Suicidality among Children of Military Families
While limited empirical data exists pertaining to suicidal behaviors among children of
military families, recent studies have begun to explore this phenomenon, with many indicating
that children of military families are at an increased risk of experiencing suicidal behaviors when
compared to civilian populations (Alfano et al., 2015; Cederbaum et al., 2014; Clements-Nolle et
al., 2020; De Pedro et al., 2015; Gilreath, 2016; Gilreath et al., 2015; MacDermid Wadsworth et
al., 2016; Puskar et al., 2018; Reed et al., 2011; Schilling et al., 2014; Wickman et al., 2010).
Research has further indicated that this risk may extend into adulthood (Forrest et al., 2018).
Studies related to suicidal behaviors among children of military families are primarily published
in fields of public health and psychiatry with no known studies evident in the counselor
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education literature despite growing recognition of the importance of including military
populations and culture within the field (Carter & Watson, 2018).

Correlational Studies of Suicidality among Children of Military Families
Wickman and colleagues (2010) conducted a correlational study exploring associations
between military-affiliated adolescents’ demographics, parental ratings, perceived invincibility,
and risk factors. Participants of the study were sampled from a large military medical facility
providing outpatient health services (N = 125). Based on obtained data, researchers determined
that the frequency of relocations and deployments were positively associated with aggression and
invincibility and the constructs of worry and invincibility were negatively associated (Wickman
et al., 2010). Further, data supported that adolescents’ rating of their parents were significant
variables, related to positive mental health indicators, marking it as an important factor in
consideration of the mental health of children of military families. Next, Wickman and
colleagues compared their data to national data (Wickman et al., 2010). Findings demonstrated
that there were significant differences between military-affiliated and civilian adolescents in
terms of mental health indicators with increased depression and suicidal ideation observed within
the military sample in relation to national data. These findings may be explained through the use
of a clinical sample (Wickman et al., 2010).
Another study conducted by Clements-Nolle and colleagues (2020) examined the
suicidality of children of military families in relation to their exposure to adverse childhood
experiences (ACEs), which could include physical abuse, verbal abuse, sexual abuse, household
domestic violence, household mental illness, and household substance misuse. Students of both
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military and non-military families (N = 5,336) stemming from 98 high schools were assessed for
ACEs exposure and suicide attempts in the previous 12 months. The data from this study
supported that children with military caregivers experienced significantly higher overall
exposure to ACEs compared to civilian children, with higher rates observed for exposure to
sexual abuse, verbal abuse, witnessing domestic violence, and witnessing household mental
illness. The authors point out that while a cause cannot be ascertained by the data analysis, the
increased exposure to ACEs for military youth may be explained by repeated and lengthy
deployments of caregivers.
Further, through path analyses investigating the effects of ACEs on the relationship
between military-affiliation and suicide attempts, the authors determined that, compared to
civilian children, military-affiliated youth with increased exposure to ACEs were twice as likely
to have attempted suicide in the 12 months leading up to the study. As a potential limitation to
these findings, the sample size varied by question due to response rates, and the sample of
military children was notably smaller than for civilian youth. For instance, regarding suicide
attempts, 191 military-affiliated youth responded compared to 4,130 civilian youth. Further, of
the 191 military-affiliated participants who responded in relation to suicide attempts, 15.4% (n =
35) endorsed one or more suicide attempts in the previous 12 months compared to 7.9% (n =
350) of the 4,130 civilian sample youth. The findings of Clements-Nolle and colleagues (2020)
support the need for additional information pertaining to experiences of suicidality for
individuals raised in military families and continued assessment of potential stressors and risks
that contribute to these outcomes.

55

Correlational Studies Using State Data
Cederbaum and colleagues (2014) conducted a study to explore the mental health impacts
of deployment on children of military families, focusing on the experience of sadness or
hopelessness, suicidal ideation, wellbeing, and depressive symptoms. The researchers utilized
data from the 2011 California Healthy Kids Survey, conducting multiple logistic regressions
related to self-report data of 14,299 seventh, ninth, and 11th grade students. Based on their data,
youth of military families experienced increased sadness, hopelessness, depressive symptoms,
and suicidal ideation as compared to civilian children. Specifically, regarding the experience of
suicide, nearly 25% of military children with a deployed parent had made a suicide plan
compared to 15% of civilian children. As many as 18% of the youth in their sample had
attempted suicide (Cederbaum et al., 2014).
Gilreath and colleagues (2015) demonstrated comparable findings in a follow-up study,
showing an increase in rates in suicidal risk behaviors when compared to the civilian population.
In their study, Gilreath and colleagues (2015) compared the suicidal behaviors of children of
military families (n = 27,547; 8.8%) and youth of civilian families (n = 283,953; 91.2%), looking
at 9th and 11th grades of California high schools. Their results showed that 11.7% of adolescents
with a parent in the military had attempted suicide in the previous year compared to 7.3% of the
civilian population. Further, 23.5% of military adolescents had contemplated suicide compared
to 18.1% of civilian adolescents. In consideration of the severity of the suicide attempts, it was
reported that of the military-affiliated adolescents that attempted suicide, more than one-third of
them required medical treatment (Gilreath et al., 2015).
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Gilreath (2016) conducted an additional follow-up study employing the same dataset in
relation to the construct of perceptions of support, employing latent class analysis and multiple
measures of perception. Gilreath’s work was not centric to suicidal behaviors but showed
preliminary evidence that military-connected adolescents are at an increased risk of negative
mental health outcomes, particularly when they perceive lower levels of support from family and
resources within and outside of the military (Gilreath, 2016). In another consideration of data of
the California Healthy Kids Survey, Tunac De Pedro and colleagues (2015) focused on the role
of school climate factors, again finding deployment and military-affiliation to be strong
predictors of increased suicidal ideation but establishing school support as an important
underlying factor.
Finally, Reed, Bell, and Edwards (2011) evaluated military-affiliated adolescents of a
different state-based survey, the 2008 Washington State Healthy Youth Survey through
multivariate logistic regressions exploring factors of parental military service and adolescents
wellbeing (e.g., quality of life, depressed mood, and suicidal ideation). The study considered the
self-reported data of students in 8th, 10th, and 12th grades (N = 10,606). The researchers found
that parental military affiliation and deployment were related to decreased wellbeing and
increased risk of suicidal behaviors when compared to data of civilian youth. For instance,
regarding suicide ideation among the sample of 8th grade students, 20% of girls with civilian
parents reported suicide ideation compared to 22% with a military parent and 31% with a
deployed military parent. For 8th grade boys, 11% with civilian parents reported suicide ideation
compared to 13% with military parents and 19% with a deployed military parent. Trends for 10th
and 12th grade students increased based on parental military status as well. For girls, 21% with
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civilian parents endorsed suicide ideation compared to 25% with a military parent and 26% with
a deployed military caregiver. For boys, 14% with civilian parents reported suicide ideation
compared to 19% with a military parent and 26% with a deployed military parent. Through
findings, the researchers demonstrated the significant impact of having military-affiliated
caregivers and military caregivers’ deployment on children’s suicidality.

Correlational Studies Exploring Suicidality of Adult Children of Military Families
The researcher was only able to locate one existing study that explored the construct of
suicidal behaviors in relation to children of military families in adulthood (Forrest et al., 2018).
This Australia-based study employed a retrospective research design through use of a
multigenerational survey and propensity score analysis to explore the impact of parental
deployments of adult children of veterans (N = 1,418). The results showed that there were
significant long-term impacts when comparing samples who had a parent deploy in the Vietnam
War (n = 1,338) to those who did not experience parental deployment (n = 628; Forrest et al.,
2018). While there are concerns relating to the contrasting sample size and collection of
retrospective data, adult children who experienced parental deployment showed increased levels
of anxiety, depression, and lifetime experience of suicidal behaviors (Forrest et al., 2018). While
this study was based on a sample outside of the U.S. Military, the findings indicate the
importance of exploration of this construct for adult outcomes of childhood military-affiliation
and experiences.

58

Outcome Studies of Suicidality among Children of Military Families
One known study evaluated the efficacy of a suicide prevention program implemented
with a predominately military-affiliated sample (Schilling et al., 2014). In this study, eight
schools were selected based on DoD recommendations of high military impact middle and high
schools. Schools were initially randomly assigned to either the treatment or control group, but
conditions were changed based on school personnel availability (Schilling et al., 2014). Both
treatment and control group samples completed a pre-test and a 3-month follow-up post-test
assessing suicidal behaviors, knowledge, and help-seeking behaviors. The researchers employed
the Signs of Suicide (SOS) suicide prevention program with students at the treatment group
schools. Students of the treatment group showed improved help-seeking behaviors and
knowledge of suicide and depression and decreased suicidal behaviors compared to the control
group. While the implementation of the SOS program included both military-affiliated and
civilian students, the potential impact of the prevention program demonstrated a relationship
between help-seeking and suicidal behaviors in a predominately military-affiliated sample
(Schilling et al., 2014).

Statistics of Completed Suicides
Despite the literature indicating that suicidality is a significant concern for children of
military families, historically, there has been a lack of data pertaining to the topic to better unveil
trends and increase understanding of this phenomenon. In fact, while data related to suicidal
behaviors for military members has been maintained by the U.S. DoD, the first report related to
suicidal behaviors of children of military families was released only in 2019 as a part of the
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larger annual suicide report for military members (U.S. DoD, 2019). The DoD publication
represented a monumental change in reporting, emphasizing the importance of considering
suicidal behaviors among military family members. However, the data on family members was
relatively limited in scope and accounts for only completed suicides.
The DoD (2019) data reported is based on measures collected in 2017-2018 from both
military and civilian databases, including the Defense Enrollment Eligibility Reporting System,
Military Services, and the CDC National Center for Health Statistics National Death Index.
These data sources were analyzed only in consideration of completed suicides of children of
military families under the age of 21. Through analysis of these sources, the DoD report showed
that, contrary to research findings, suicidality was lower among children of military families
compared to civilian populations. Due to low reported rates, exact numbers of suicides for
military dependents were not provided by branch, but it was reported that only 63 deaths by
suicide occurred in 2017, resulting in an overall rate of 3.8 suicides per 100,000, which is lower
than the civilian rate of 5.2 per 100,000. (U.S. DoD, 2019).
While the DoD report is encouraging, several factors should be considered that could
account for the discrepancy between DoD data and outside research studies, such as limited data
and historical underreporting of suicidal ideation and behaviors. Numerous studies have shown
that underreporting of mental health concerns, especially suicide ideation and behaviors, is
rampant among both civilian (Shepard et al., 2016) and military populations (Anestis et al., 2017;
Vannoy et al., 2017). Further, there is a limited number of studies related to the topic of suicide
among children of military families leading to a lack of data to support findings. Data in the DoD
report only accounts for deaths that are reported to be from completed suicides, while the outside
60

research studies accounted for suicidal thoughts and behaviors among children of military
families. Considering the limitations of findings, the DoD (2019) acknowledges the need for
continued research related to suicide prevention and intervention for children of military
families, including examination of factors that may protect children of military families, such as
resilience, help-seeking attitudes, and caregiver relationships.

Resilience
Resilience is generally conceptualized as the ability to “bounce back or recover” after the
experience of a stressful life event, including how individuals are able to adapt to new
circumstances and maintain optimal functioning through adversity (Smith et al., 2008, p. 194).
Resilience is especially essential in situations where individuals experience ongoing stressors
and involves the ability to adapt to adversity (Bonanno, 2004; Walsh, 2015). However, resilience
does not mean simply getting through or surviving an experience, as some individuals who
endure significant stressors may physically survive but experience significant social or emotional
impairments as a result (Walsh, 2015). At the same time, resilience does not mean that
individuals will easily navigate stressors or have no effects from their experiences. Rather, in
discussing resilience, researchers recognize that resilience includes individuals ability to learn
and to heal from difficult or stressful experiences and going on to maintain optimal functioning
or even to improve in some cases (Walsh, 2015).
Many scholars have pointed to individualized conceptions of resilience (Criss et al.,
2013; Henry et al., 2015; Masten, 2014; Wright et al., 2013). However, resilience does not have
to be isolated to one individual’s capacities and should account for interdependence, connection,
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and supportive relationships available at the time of a stressful experience (Walsh, 2015). In
consideration of family systems, families and the individuals that comprise them may experience
a shared stressor or serve as support during unique experiences of one member, leading to
increasing family-focused studies of resilience (Becvar & Becvar, 2013; Boss et al., 2017; Henry
et al., 2015; Masten & Monn, 2015; Nichols, 2013; Walsh, 2015). Regarding the development of
resilience in families, families vary in their resources and strengths, which impact how the family
is able to adapt (Walsh, 2015). While families with greater resources tend to navigate stressful
experiences with better outcomes, even in the most difficult experiences, some families
regardless of their structures, are able to adapt and to provide support and encouragement to one
another while others may struggle under seemingly less intense stressors (Becvar & Becvar,
2013; Walsh, 2015). Resilient families tend to draw from their resources and establish meaning
in a stressful experience, often stemming from belief systems to establish a positive outlook
despite the stressor (Becvar & Becvar, 2013; Walsh, 1998). Further, resilience may be
strengthened through the experience of stress, allowing families to recognize and strengthen
resources and capacities to support one another (Walsh, 2015). However, when families are
unable to overcome an adverse experience, a family may be more vulnerable as new stressors
arise (McCubbin et al., 2001). When stressors continue to “pile up” without resolution, families
may become emotionally exhausted, contributing to negative social and emotional repercussions
for family members (McCubbin et al., 2001).
When present, high levels of resilience can serve as protective factors against threats,
enabling individuals to adjust to stress and continue functioning at normal or increased levels.
Factors that may influence the development of resilience are numerous and may include
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individual characteristics, such as self-efficacy, self-esteem, optimism, and use of humor, or
resources, including the ability to implement positive coping strategies and the presence of social
support (Rutter, 1978; Smith et al., 2008; Walsh, 2015). Family resources that may impact
resilience include flexibility, connection, social supports, economic resources, healthy emotional
expression, and open communication (Becvar & Becvar, 2013). Further emphasizing the
importance of family and supportive bonds in relation to resilience, resilience improves when an
individual has at least one parent, caregiver, or supportive adult in their family or within their
social support system (Ungar, 2004; Werner & Smith, 2001).

Resilience of Children of Military Families
Resilience is a well-researched construct in relationship to military members’ and their
families’ ability to adapt and function through the stressful events inherent to military
membership (Castellanos, 2019; Chapin, 2014; Creech et al., 2015; Lester et al., 2016; Park,
2011). Military families are often faced with repeated stressors through experiences of a military
member, such as repeated deployment and relocation which influence families’ resources and
abilities to adapt. However, as events reoccur and families learn to successfully navigate stress
and employ resources to overcome adversity, families may become better equipped to manage
and overcome stressors (Walsh, 2015). Successfully overcoming repeated stressors can lead to
the development of resilience that supports individual and family functioning and serves as a
protective factor from negative mental health outcomes (Walsh, 2015). As such, several studies
have explored prevention and intervention efforts that can improve resilience in military families
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and children within those family systems (Chandra et al., 2009; Lester et al., 2010, 2012, 2016;
Moore et al., 2017; Park, 2011).
Many research initiatives have explored the construct of resilience in relation to military
families through analysis of evaluation data from a well-known and large-scale implementation
of the FOCUS risk prevention program (Lester et al., 2011; 2013; 2016; Saltzman et al., 2016).
The FOCUS program is designed to provide resilience training for military families in order to
foster their abilities to overcome adversity and the common challenges experienced through the
military lifestyle (Lester et al., 2011). The program seeks to build on existing strengths and
resources of a family while providing new approaches for managing stress, such as improving
communication, problem solving, and meaning making. In one such study evaluating FOCUS
data, Lester and colleagues evaluated a dataset comprising 2,615 families, including 3,810
children, and explored psychological health outcomes over time. Through longitudinal regression
models, it was determined that the intervention was successful in increasing resilience of
children of military families and that the subsequent increase in resilience was associated with
improved mental health outcomes, including decreased anxiety and improved emotional and
behavioral symptoms (Lester et al., 2016). Other studies have yielded similar findings, with
outcomes of enhanced resilient family processes consistently being linked to reduced distress of
military families (Lester et al., 2013; Saltzman et al., 2016). Further, increased resilience may
help to decrease stigma, supporting positive help-seeking attitudes and behaviors which can
improve mental health outcomes (Crowe et al., 2016).
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Help-Seeking
Help-seeking behaviors are individuals’ efforts to find support to improve a situation or a
concern they are experiencing, particularly in relation to personal and psychological help
(Rickwood & Thomas, 2012). Help-seeking behaviors can involve soliciting support or
assistance, such as advice, guidance, or information from either informal (e.g., friends, family
members, relationship partners) or formal outlets (e.g., counselors, clergy, doctors). In
consideration of helping professions such as counseling, help-seeking attitudes relates primarily
to seeking clinical support through professional consultation and resources. Help-seeking for
psychological or emotional concerns have been broken down into three categories: (a) attitudes
(e.g., evaluations of help-seeking as good or bad), (b) intentions (e.g., future plans to pursue
help), and (c) behaviors (e.g., actions taken to get help or treatment; Uffelman, 2005).
The importance of help-seeking attitudes and intentions in relation to help-seeking
behaviors is supported by the Theory of Reasoned Action (Ajzen & Fisbein, 1980). The theory
proposes that help-seeking attitudes may be key indicators of help-seeking behaviors, positing
that individuals’ intentions to engage in a particular action are a strong predictor of their actual
actions. Attitudes stem from both subjective norms (e.g., social norms and perceived social
pressure) and perceived behavioral control (e.g., self-efficacy and personal control). Intentions
result from the attitudes and norms surrounding a given behavior, and their intention ultimately
facilitates engaging in an action (Ajzen & Fisbein, 1980). Specifically in relation to professional
help-seeking, individuals’ intentions to seek mental health support and attitudes toward helpseeking determine whether they plan to pursue help for a particular issue (e.g., suicidality) in the
future from a given mental health resource (e.g., counselor; Rickwood et al., 2005). Help-seeking
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attitudes may be positive, reflecting openness or motivation to seek help resources if needed, or
negative, demonstrating biases or values against professional help (Fischer & Farina, 1995).
Help-seeking behaviors related to mental health supports are not commensurate with the
increased prevalence of mental health concerns, including the rising rates of suicidality. To
explore the concern that suicidal individuals are not receiving mental health treatment,
Kuramato-Crawford, Han, and McKeon (2017) conducted a study evaluating the self-reported
reasons that adults with serious suicidal ideation did not pursue mental healthcare. Between
2008-2013, the researchers collected data from 8,400 adults. Of the participants, 28.6% (n =
2,400) endorsed suicidal ideation and 12.5% (n = 300) of respondents additionally indicated they
had made a suicide attempt. Findings showed that the overwhelming majority of adults with
suicide ideation (75%) did not believe they needed treatment. Regarding the remaining
participants that believed they did need mental healthcare, the most frequently provided reason
for not seeking help was not being able to afford costs (55.1%). Additional reasons for not
getting mental healthcare that were frequently endorsed in the study included thinking the
problem could be handled without seeking mental health care (24.9%), not knowing where to go
for mental health support (24.8%), fear of being institutionalized (17.2%), and inadequate
insurance coverage (14.1%). Stigma influenced responses, with 13.7% of participants indicating
that they did not believe treatment would help, 10.4% being concerned about negative work
effects, and 9.7% not wanting others to find out. Reasons for not pursuing mental healthcare
were comparable between participants with suicidal ideation with and without a history of
suicide attempts.
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Help-Seeking of Children of Military Families
Among military populations, rates of help-seeking may be lower than trends for general
populations, with considerable evidence showing that military members and families may be
reluctant to pursue mental health support (Beder, 2012; Blaisure et al., 2015; Hall, 2011; HisleGorman et al., 2015). Many of the cited barriers that influence military members and their
families help-seeking attitudes stem from military cultural values including the importance of the
mission over the needs of the self, devotion to duty, strength and emotional control, and adhering
to a strict chain of command (Blaisure et al., 2015; Weiss & Coll, 2011). Military members often
underreport mental health symptoms and concerns they may experience, express reluctance to
seek treatment, or terminate services early if they do pursue them (Weiss & Coll, 2011). Beyond
the cultural stigma, there are additional work-related repercussions that may be experienced if a
military member seeks mental healthcare, especially while active duty (Weiss & Coll, 2011).
Expressing mental health concerns or thoughts of suicide can lead to loss of promotions, removal
from a military unit, forced mental health care, loss of access and security clearance, and loss of
benefits while members work through their mental health symptoms (Blaisure et al., 2015; Weiss
& Coll, 2011). Further, when military members and families do seek support, they may show
reluctance if a mental health provider is a civilian without military experience (Beder, 2012;
Blaisure et al., 2015). Often reluctance to work with civilian providers stems from concerns that
providers will not understand military culture and experiences.
The stigma and the perceived dishonor of receiving mental health support has increased
military members’ and their families’ fears of letting others know about potential mental health
symptoms, even in the event of suicidal behaviors, and decreased help-seeking efforts, leaving
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many military members and families without needed care (Anestis et al., 2016; Blaisure et al.,
2015; Beder, 2012; Vannoy et al., 2016). Additional stigma particularly associated with
suicidality adds to fears of help-seeking, with youth often indicating fears of others’ perceptions
as reasons not to seek mental health or support services when personally experiencing suicidal
behaviors or when becoming aware of others’ suicidal behaviors (Curtis, 2010). While the U.S.
military has taken steps to de-stigmatize mental healthcare with attempts to ensure
confidentiality of treatment and to minimize negative career effects, reluctance to seek mental
health support still permeates military culture (Weiss & Coll, 2011).
Despite a commonly negative view of help-seeking in military populations, positive helpseeking attitudes and behaviors are protective factors in relation to the wellbeing of children of
military families (Castellanos, 2019; Creech et al., 2015; Moore et al., 2017; Schilling et al.,
2011), while negative attitudes are conceptualized as potential risk factors (Chandra et al., 2009).
Particularly when suicide risk behaviors are present, help-seeking behaviors are essential for
getting support, safety planning, and future outcomes (Czyz et al., 2017). As noted, relating to
suicidality of children of military families, Schilling and colleagues (2014) described the
implementation of a prevention program related to the experience of suicide behaviors of
children of military families (N = 157). The researchers demonstrated a connection between
help-seeking of children of military families and suicidal behaviors. Help-seeking assessed
included pursuing support for a friend, from a friend, from family members, and from school or
mental health professionals. When suicidal ideation was present, participants were more likely to
engage in help-seeking behaviors, however, lifetime suicide attempts were associated with
negative perceptions of help-seeking. Engagement in the prevention program showed increased
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positive attitudes related to help-seeking, particularly in participants’ pursuit of help from friends
(Schilling et al., 2011).

Caregiver Relationships
While help-seeking from friends is important to improving mental health outcomes,
research has long emphasized the importance of children’s relationships with their early
caregivers in relation to their functioning and wellbeing into adulthood (Bowlby, 1958;
Ainsworth, 1989; Ainsworth & Bowlby, 1991). Studies have emphasized parent-child bonds,
including the early availability and support of primary caregivers, as they can significantly
impact children’s development and adult outcomes (Ainsworth & Bowlby, 1991). For this study,
caregiver relationships represent a broadened depiction of parent-child relationships to account
for nontraditional familial systems in which the child’s primary caregivers may not be their
biological parents, such as in adoptive parent situations (Carnes-Holt & Bratton, 2014). When a
strong, secure relationship exists between the caregiver and the child, this serves as a protective
factor to children’s wellbeing throughout development, contributing to social and emotional
wellbeing into adulthood (Fearon et al., 2010; Moutsiana et al., 2014; Murray et al., 2011;
Schneider et al., 2001). Further, when mental health concerns are present, caregiver-child
relationships can serve as sources of therapeutic change that, when improved, can enhance
individuals’ wellbeing (Carnes-Holt & Bratton, 2014).
Caregiver-child bonds feature several important characteristics that may influence
children’s perceptions of their caregivers as positive or negative and affect children’s mental
health outcomes (McKinney et al., 2008; Niemiec et al., 2006; Turner et al., 2009). For instance,
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parenting styles play a significant role in developing attachment relationships and influence
children’s outcomes (Baumrind, 1966; McKinney et al., 2008; Salem-Pickartz & Donnelly,
2007; Turner et al., 2009). Baumrind (1966, 1967, 1991) identified three parenting styles that
influence the development of caregiver-child bonds. The three styles are known as authoritative,
permissive, and authoritarian. Authoritative parenting includes high levels of parental warmth,
nurturing, reasonable expectations, involvement, reasoning, and encouragement of autonomy for
children. Authoritarian parenting styles involve strict direction, restriction of children’s conduct,
and behaviors that promote the power and authority of the caregiver. Permissive parenting
involves nurturing with minimal demands and minimal consequences for children’s actions,
often providing a lack of structure and rules for children. Research consistently indicates the
authoritative parenting style is best suited for supporting positive adjustment, enhanced
resilience, behavioral and emotional health, and academic outcomes for children (Baumrind,
1991; McKinney et al., 2008; Salem-Pickartz & Donnelly, 2007; Turner et al., 2009).
Recognition of the features of the authoritative parenting style indicates the importance of
elements of the caregiver-child relationship, including warmth, involvement, and autonomy
support for children (Burgess et al., 2001; Hart et al., 2003; Nelson et al., 2006; Niemiec et al.,
2006).
Regarding suicidal behaviors, theories related to suicidality indicate that individuals’
thoughts or desires to die may stem from damaged or lost relationships (Sheftall et al., 2013). Of
particular consequence, are familial relationships, with childhood trauma, household and family
dysfunction, and a lack of mutual caring relationships fostering suicidality. The security of
individuals’ relationships with caregivers has been associated with adulthood suicidality in
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multiple studies, indicating that damaged or inconsistent caregiver relationships are associated
with suicide ideation, attempts, and likelihood of future attempts (De Jong, 1992; Grunebaum et
al., 2010; Lizardi et al., 2011; Stepp et al., 2008; Zyrek et al., 2009). Further supporting the
importance of caregiver bonds regarding outcomes of suicidality, 236 adolescents who were
inpatients at psychiatric institutions, adolescents who had a history of suicide attempts (n = 111)
were more likely to endorse lower maternal and paternal attachment, lower family adaptability,
and lower cohesion within the family than participants without a history of attempts (Sheftall et
al., 2013). Possible explanations for the relationships between suicidality and caregiver-child
bonds include increased vulnerability due to unstable attachment, disruption to subsequent social
relationships, limited social support systems, and decreased resiliency (Grunebaum et al., 2010;
Lizardi et al., 2011)

Caregiver Relationships of Children of Military Families
Scholars have pointed to different elements of caregiver relationships, particularly
parental relationships, that can impact the wellbeing of children of military families (Ashurst et
al., 2014; Chandra et al., 2016; Flittner O’Grady et al., 2016; Lester et al., 2012; 2016; Sullivan
et al., 2016; Walker et al., 2014). In these conceptions, unique features of the relationship
between the child and the at-home parent (Chandra et al., 2016; Flittner O’Grady et al., 2016;
Lester et al., 2012; 2016) and the child and the military parent (Ashurst et al., 2014; Sullivan et
al., 2016; Walker et al., 2014) contribute to wellbeing. For instance, the ability of the at-home
caregiver to adapt to fluctuations in the family system and to support children strengthens
caregiver-child relationships and improves children’s mental health outcomes (Lester et al.,
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2016; Moore et al., 2017; Walker et al., 2014). Meanwhile, combat-exposure and potential
trauma and injuries sustained by the military caregiver can negatively impact their relationships
with children in the family system and consequently have negative ramifications on children’s
wellbeing (Ashurst et al., 2014; Sullivan et al., 2016; Walker et al., 2014).
Military cultural values may further impact relationships between caregivers and children
of military families, with individuals raised in military families often feeling unable to speak
with their caregivers about emotional concerns (Dhingra & Nagle, 2019). Children may feel
pressured to display persistence and self-reliance and to portray the same stoicism they observe
in their caregivers. For instance, children of military caregivers that are emotionally unavailable
to children or who do not provide adequate warmth and nurturing may have difficulties with
emotional expression, hampering their own social and romantic relationships (Dhingra & Nagle,
2019). Further, military experiences may increase stress within caregiver-child bonds. For
example, in times of deployment, children and at-home caregivers are taxed with additional
responsibilities as they accommodate the role of the military caregiver, resulting in at-home
caregivers often reporting stressful parenting experiences (Khaylis et al., 2011). At-home
caregivers’ responsibilities may include employment outside of the home and other timeconsuming tasks that take away from their availability and subsequently their involvement with
their children (Lester & Flake, 2013). Military caregivers upon return may also experience
hardship reconnecting and resuming their prior role in the family once returning from
deployment (Willerton et al., 2011).
Concerningly, studies have shown that children of military families may be at an
increased risk of experiencing child maltreatment in the form of abuse and neglect, especially
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during periods of deployment and return from deployment when familial stress may be
heightened (Rentz et al., 2007). Experiences of maltreatment may further increase risks of mental
health concerns for children raised in dysfunctional family systems (Mills et al., 2013). In
consideration of both caregiver roles, the mental health functioning of each parent is shown to
impact children’s wellbeing, including experiences of parental depression, substance misuse,
distress, conflict, and low cohesion in the family (Herwig et al., 2004; Koblinksky & Kuvalanka,
2006; Moore et al., 2004; Schaeffer et al., 2005). Further, research has shown that parents have a
key role in their children’s experience and recovery related to suicidal behaviors (Czyz et al.,
2017).
Military-affiliation may impact caregiver-child relationships through parenting styles
(Dhingra & Nagle, 2019; Speck & Riggs, 2015). In a recent study of military mothers (n = 114),
researchers evaluated characteristics of caregiver-child relationships, including restrictiveness
and nurturing (Speck & Riggs, 2015). For military mothers compared to civilian caregivers (n =
202), the findings showed that military mothers tended to be more restricting on their children’s
behaviors and provided less nurturance. Further, military mothers were most often classified as
employing an authoritarian parenting style (43%) rather than an authoritative approach (24%).
As the age of the mothers increased, features of their caregiver-child relationships became less
restrictive and more nurturing. As military members and at-home caregivers tend to be younger
than civilian families, the findings of this study indicate that not only military-affiliation but also
age of military families, can influence the levels of warmth and autonomy support granted to
children. Researchers call for continued investigation related to features of caregiver
relationships and their impacts on military families (Speck & Riggs, 2013).
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Due to the significance of the caregiver relationship, intervention and prevention efforts
targeting family dynamics are often employed in research with military families (Ashurst et al.,
2014; Flittner O’Grady et al., 2016; Lester et al., 2012; 2016; Walker et al., 2014). As an
example of this work and outcomes, Ashurt and colleagues (2014) conducted a qualitative
analysis of a camp-based intervention aimed to improve reconnection between military parents
and their adolescent children following deployment. Through use of open-ended questions,
researchers explored the effects of the intervention and found that participants (N = 28) reported
that their relationships with their military parent were improved though new communication
skills, shared quality time, teamwork, and shifts in the parent-child relationship toward sharing
feelings rather than strict, authoritarian style parenting. The impact of these enhanced elements
of the military caregiver to child relationship in relation to the child’s wellbeing were reported to
be decreased stress levels and improved coping, resilience, and emotional awareness (Ashurt et
al., 2014).

Theoretical Framework
This research investigation was conducted in consideration of prominent theories of
family functioning to conceptualize the constructs of interest (i.e., resilience, help-seeking
attitudes, and caregiver relationships) and unique elements of life for the population, including
experiences of individuals raised in military families. Family Stress and Resilience Theory
(FSRT; Patterson, 2002) underscores the impact of adverse events on family systems and is often
applied to understanding the unique stressors and experiences of military life regarding the
wellbeing of children raised in military families (Beder, 2012; Everson & Figley, 2011).

74

Family Stress and Resilience Theory
Family Stress and Resilience Theory (FSRT; Patterson, 2002) stems from a multitude of
theories, including Family Stress Theory (FST; Hill, 1958) and risk and resilience frameworks.
FST and risk and resilience theories support that individuals inevitably experience crises and
stressors throughout their lives that influence their ability to adapt to and manage incurred
distress (Boss, 1987). When considering a family system, the family unit experiences stressors
together while also providing a resource to members of the unit to navigate the experience
(Patterson, 2002). Specifically, FSRT suggests that families draw from their available resources,
family history and traditions, and mutual understanding to cope with and adapt to various
stressors they face in order to develop resilience (Allen & Henderson, 2016; Patterson, 2002).
FSRT incorporates considerations of the type of stressor (e.g., normative vs. non-normative,
internal vs. external) and family qualities (e.g., closeness, history) as factors influencing the
family system’s interactions and resources that promote or hamper the development of resilience
(Allen & Henderson, 2016).
The primary foundation of FSRT is Hill’s (1958) FST, which posits that families and the
individuals who comprise them represent a family system. Through FST, how a family adapts to
a stressor is determined by the nature of stressors experienced by the family system and the
resources that they employ to manage them (Sullivan, 2015). To represent the framework of
FST, Hill (1958) established the ABC-X model, which demonstrates that when precipitating
events or stressors occur (A), how the family employs resources to manage the stressor (B) and
ascribes meaning to the event (C) dictates the crisis experience of the family system (X). FST
further supports additional key tenets to understanding family systems, recognizing that (a) the
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developmental stages of the family system impacts their experiences, and (b) stress is a natural
part of a family system’s growth (Blaisure et al., 2015; Figley & McCubbin, 1983). Researchers
have pointed out that there are major differences between outcomes based on the type of stressor
experienced, with normative stressors (e.g., expected and anticipated) and non-normative
stressors (e.g., unexpected and atypical) leading to different experiences for family systems
(Blaisure et al., 2015).
In conjunction with FST, theories related to risk and resilience lend to FSRT (Allen &
Henderson, 2016; Demo et al., 2005). Risk and resilience theories emphasize that the reactions of
family systems to negative life events or stressors can result in both negative outcomes (e.g.,
risks) and positive outcomes. When families are able to navigate crises and grow stronger
through their adaptation to the distress, the positive outcome is the development of resilience
(Allen & Henderson, 2016). The combination of FST and risk and resilience frameworks that
compose FSRT provide researchers and clinicians with a holistic framework for conceptualizing
and supporting families as they plan for, manage, and adapt to stressful life events (Allen &
Henderson, 2016).

FSRT and Military Families
Military families are a unique population, with many contributing factors to their
strengths and vulnerabilities (Palmer, 2008). FSRT is a prominent approach employed to the
conceptual understanding and clinical treatment of the functioning and the unique stressors and
strains of military life for families (Beder, 2012; Blaisure et al., 2015; Everson & Figley, 2011).
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FST, a foundation for FSRT, was established through research conducted with World War II
veterans and their families (Blaisure et al., 2015; Sullivan, 2015). The military focus of FST has
continued with significant literature stemming from applications of FST and FSRT with military
members and families (Blaisure et al., 2015; Hall, 1949, 1958; Everson & Figley, 2011; Sullivan,
2015). Included within FSRT, researchers have further emphasized the importance of
understanding factors of risk and resilience in relation to experiences of military families, with
children raised in military family systems as a primary focus (Lester & Flake, 2013; Palmer,
2008).
In conceptualization of FSRT, military researchers have paid particular attention to the
experience of deployment as a root cause of systemic problems and increased risk for military
families (Everson & Figley, 2011). Deployment can increase stress for families from the moment
of notification before the military member ever separates from the family. Additional risk factors
both related to and separate from deployment experiences include frequent relocations, longer
deployments, combat-related deployment, families with large numbers of members and
dependents, younger families, blended families, lower education levels, and lower average
income (Everson & Figley, 2011). Each of these experiences may create anxiety, safety
concerns, depression, and interpersonal challenges between family members as they navigate
repeated exposure to stressful life events. As these events continue to occur or happen more
regularly, families must continue to adjust and readjust to avoid stress piling up and being left
unresolved (Everson & Figley, 2011).
For combat-deployed military members and veterans, significant stressors include
exposure to hostile fire, knowing someone who becomes injured or who is killed, seeing severely
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wounded or dead warriors, or becoming injured (Beder, 2012; Castro & McGurk, 2007). With
deployment length extended in recent conflicts, exposure to combat and other deployment
realities have contributed to increased mental health symptoms, including indicators of anxiety,
depression, and post-traumatic stress disorder (PTSD; Beder, 2012; Castro & McGurk, 2007). In
particular, PTSD symptoms can lead to increased irritability, intrusive memories, and heightened
emotional reactions, which contribute to high-risk behaviors potentially causing accidents or
injuries to the military member or their families (Beder, 2012). Spouses of military members
experience significant emotional strains associated with the military member’s separations from
the family as well, which may contribute to their own emotional distress (Gerwitz et al., 2018).
The emotional distress of the parents impacts the entire family system, which can result in
emotional and financial strains on family members providing care to the military member,
withdrawal from the family, and challenges with coping and problem solving in the family
(Castro & McGurk, 2007). Applying a military family stress model to families’ experiences, a
study with 293 families with a combat-deployed parent confirmed the significance of parents’
mental health on family functioning (Gerwitz et al., 2018). Findings showed that PTSD
symptoms were associated with children’s adjustment, and when the military parent was a
mother with PTSD symptoms, parenting practices were impacted (Gerwitz et al., 2018).
When military families experience significant stressors, a resilience model is often
employed by mental health experts to support adaptation of the family (Beder, 2012; Blaisure et
al., 2015; Everson & Figley, 2011). Efforts of mental health clinicians and counselors can
include referrals to support programs (e.g., FOCUS), ongoing clinical treatment, and efforts to
manage incurred stressors, such as financial burden or physical injury rehabilitation (Beder,
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2012; Devries et al., 2012). In many cases, resilience-based interventions can facilitate families’
recovery and future ability to cope with stressors, however, families unable to resolve conflicts
and issues brought on by experienced stressors may have increased dysfunction that leads to
separation of family members (Beder, 2012). Early intervention employing FSRT to holistically
address the strains and build upon the strengths of family systems has contributed to particularly
beneficial outcomes for military families and is recommended (Beder, 2012; Everson & Figley,
2011). Despite the recognition of the importance of fostering resilience among military families,
protective factors related to resilience have not been thoroughly investigated and warrant
additional investigation (Palmer, 2008).

Chapter Two Summary
Individuals raised in military families are a unique population having experienced both
normative family stressors and non-normative events unique to the military lifestyle (Alfano et
al., 2015; Blaisure et al., 2015; Castellanos, 2019; Hall, 2011, 2014). The continually shifting
family system, changing availability of caregivers, and distinct values and experiences of the
military lifestyle can significantly impact the well-being of individuals raised in military families
(Blaisure et al., 2015; Everson & Figley, 2011; Lester & Flake, 2013). The potential effects for
children of military families range from positive outcomes, such as enhanced resilience, to
negative outcomes, including behavioral or emotional concerns (Alfano et al., 2015; Blaisure et
al., 2015; Chandra et al., 2010; Creech et al., 2015). Recent studies have further indicated that
individuals raised in military families are at greater risk for indicators of suicidality, including
suicidal ideation, planning, and attempts (Alfano et al., 2015; Cederbaum et al., 2014; Clements-
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Nolle et al., 2020; De Pedro et al., 2015; Forrest et al., 2018; Gilreath, 2016; Gilreath et al.,
2015; MacDermid Wadsworth et al., 2016; Puskar et al., 2018; Reed et al., 2011; Schilling et al.,
2014; Wickman et al., 2010). While investigations regarding suicidality of military-affiliated
children have been limited, studies pertaining suicide of civilian populations and to other mental
health outcomes of military children have indicated potential protective factors of resilience,
caregiver relationships, and help-seeking attitudes (Anestis et al., 2016; Blaisure et al., 2015;
Becvar & Becvar, 2013; Beder, 2012; Chandra et al., 2009; Kuramato-Crawford et al., 2017;
Lester et al., 2010; McKinney et al., 2008; Moore et al., 2017; Park, 2011; Salem-Pickartz &
Donnelly, 2007; Sheftall et al., 2013; Turner et al., 2009; Ungar, 2004; Vannoy et al., 2016).
The majority of past research and data pertaining to individuals raised in military
families has been focused on childhood experiences rather than long-term impacts of militaryspecific experiences and culture (e.g., Alfano et al., 2015; DoD, 2018). Further, many studies
specifically exploring suicidality have been limited by pre-existing datasets, capturing snapshots
of children’s current risks for suicidality without exploring additional factors that may influence
children’s experiences of suicidality or serve as safeguards against suicidality (Alfano et al.,
2015; Cederbaum et al., 2014; Gilreath, 2016; Gilreath et al., 2015; Reed et al., 2011; Tunac De
Pedro et al., 2015). The gaps in literature warrant further examination, particularly exploring
suicidality of individuals raised in military families and factors that may support positive
outcomes. Therefore, it was essential to investigate the directional relationships between children
of military families’ endorsement of resilience, perceptions of caregiver relationships, attitudes
toward help-seeking, suicide behavior risk, and suicide ideation.
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CHAPTER THREE: METHODOLOGY
Chapter three includes a detailed description of the population and sampling procedures,
instrumentation, research design, and data analysis procedures of this study. The purpose of this
investigation was to determine the directional relationship between adult children of U.S.
military families’ experiences of suicidality (e.g., suicide behavior risk and suicide ideation) and
the levels of resilience, help-seeking attitudes, and perceptions of caregiver relationships. The
researcher assessed these constructs in relation to a theoretical model that, among adult children
of military families, levels of resilience (Smith et al., 2008), help-seeking attitudes (Fischer &
Farina, 1995), and perceptions of caregiver relationships (Robbins, 1994) contribute to their
experiences of suicidality, including suicide behavior risk (Osman et al., 2001) and ideation
(Osman et al., 1998). Specifically, the researcher sought to investigate the hypothesized
directional relationship that adult children of military families with decreased levels of resilience,
help-seeking attitudes, and perceptions of caregiver relationships would have increased
suicidality (e.g., suicide behavior risk and suicide ideation). This study further included an
analysis of personal (e.g., age, gender) and military (e.g., branch affiliation, rank) characteristics
as well as sampling source (e.g., general or military) in relation to experiences of suicidality
(e.g., suicide behavior risk and suicide ideation), and levels of resilience, help-seeking attitudes,
and perceptions of caregiver relationship among adult children of military families.
To investigate these relationships, the researcher employed a correlational research
design to evaluate the primary research hypotheses and exploratory research questions. The
correlational design permitted the researcher to explore directional relationships between the
primary research constructs of experiences of suicidality (e.g., suicide behavior risk and suicide
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ideation), resilience, help-seeking attitudes, and caregiver relationships. Use of a correlational
research design allowed the researcher to investigate multiple variables in one study without
requiring manipulation of variables (Gall et al., 2007). The remainder of this chapter details the
research methods of the study, including: (a) population and sampling, (b) data collection, (c)
instrumentation, (d) research design, (e) research hypothesis and exploratory questions, (f) data
analysis, (g) limitations, and (h) ethical considerations.

Population and Sampling Procedures
For this investigation, the population of interest was adult children of military families,
defined as individuals 18 years of age or older who were raised in families where one or more of
the individual’s primary caregivers was an active duty member, reserve member, or veteran of
any U.S. Military branch. Military-affiliation of the caregiver must have begun during the
individual’s childhood (i.e., before age 18). As of the 2018 DoD report related to the
characteristics of military members, there were 2,101,134 total DoD force personnel with
981,871 dependent children. The majority of children (n = 409,862; 41.7%) have caregivers in
the army, 25.2% (n = 247,003) in the Air Force, 23.6% (n = 232,190) in the Navy, and 9.5% (n =
92,816) in the Marines. Of the Selected Reserve Members, 41.5% (n = 332,932) have dependent
children. In active duty and reserve families, the average number of children is two per family.
The DoD does not collect data for children of military families into adulthood, but provides
information related to branch affiliation and age characteristics of children up to age 20 and up to
age 22 if children are full-time students. Further, the data does not include children of retired
military members or veterans. As no data are maintained related to the number of adult children
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of military families, these numbers provided a generalized view of the demographics of children
prior to adulthood and the characteristics that would be expected in the military-affiliation data.
Individuals raised in military families represent a unique population due to their
development within a distinctive military-based context, leading to experiences of both
normative (e.g., developmental transitions and daily hassles) and nonnormative (e.g., military
culture and experiences) family stressors. Further, children of military families are a vulnerable
population due to the potential ramifications (e.g., suicidality, depression, anxiety) of these
experiences (Alfano et al. 2015, Cederbaum et al., 2014, Chandra et al., 2010; Creech et al.,
2015; Gilreath et al., 2015). While the researcher identified several published works indicating
the potential outcome of suicidality for children of military families, only one study was
available regarding these outcomes stemming into adulthood or no studies were identified in
relation to potential protective or predictive factors of resilience, help-seeking attitudes, and
perceptions of caregiver relationships.

Sample Size
Determining an appropriate sample size in quantitative analysis is vital to ensure
adequate statistical power and population representation (Gall et al., 2007). Further, larger
sample sizes can support representation and enhance the generalizability of study findings
despite use of convenience sampling methods (Gall et al., 2007). Since the researcher employed
Structural Equation Modeling (SEM) for data analysis, best practices aligning with SEM
procedures were considered (Balking & Sheperis, 2011; Ullman, 2019). Minimum sample size
requirements stipulated for employing SEM are not uniform, however, researchers have
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determined that most SEM publications involve 250-500 participants, and researchers
recommend recruiting the largest sample possible for SEM research (Schumaker & Lomax,
2010; Ullman, 2019).
When using SEM, the researcher should first conduct an a priori power analysis to
determine the appropriate sample size needed (Ullman, 2019). Use of an a priori power analysis
can help researchers to avoid potentially incurring a Type II error, which involves the research
failing to reject a false null hypothesis (Balkin & Sheperis, 2011; Ullman, 2019). Schumaker and
Lomaz (2010) further recommend the use of an a priori sample size calculator
(www.danielsoper.com) to determine the needed sample size for SEM based on the anticipated
effect size, desired statistical power, number of variables, and probability level of the study.
Based on use of this calculator, a minimum sample of 376 participants was required for the
study. Achieving this sample size permitted analyses with a small effect size (0.1) at a high
power (0.8) with five latent variables, 12 manifest variables, and a probability level of p < 0.05.
The five latent variables included suicidal risk behaviors, suicide ideation, perceptions of
caregiver relationships, help-seeking attitudes, and resilience. The 12 observed variables were
suicide risk behaviors, positive suicide ideation, negative suicide ideation, mother autonomy
support, mother involvement, mother warmth, father autonomy support, father involvement,
father warmth, positive help-seeking attitudes, negative help-seeking attitudes, and resilience. To
account for potential missing values, outliers, and attrition in data collection and in accordance
with best practices for SEM, the researcher determined a minimum target sample size of 400
participants.
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Sampling Procedures
The identified target population was all adults raised in military families, individuals over
18 years of age, who had a parent or primary caregiver who was enlisted as an active duty
member, reserve member, or who was a veteran of the United States Military during the first 18
years of the participant’s life, regardless of participant’s gender, racial/ethnic background, or any
other demographic variable or variables related to the caregiver’s military-affiliation, such as
branch affiliation or rank. Since it was not possible to collect data for the entire population, the
researcher employed non-probability convenience sampling through personal and professional
contacts within and outside of the researcher’s institution of affiliation and crowdsourcing via a
web-based labor portal, Amazon Mechanical-Turk (M-Turk). Based on the variety of data
collection sources, including the potential inclusion of a national sample through M-Turk, the
researcher aimed to attain a diverse sample to represent the diversity of the target population.
The researcher anticipated that use of the web-based labor portal would provide an
efficient and reliable sample (Behrend, 2011; Chandler & Shapiro, 2016). However, since MTurk sample data cannot be assumed to generalize to another (Chandler & Shapiro, 2016), to
ensure the representativeness of the sample, the researcher pursued significant inclusion of
participants from additional recruitment sources, such as social media groups, national
organizations, university-affiliated organizations, and contacts of the researcher. It is unknown
how many individuals received or viewed these announcements; however, it was expected that
there would be an online announcement response rate of about 10% (Van Mol, 2017). However,
observed participant response rates were lower. Studies have suggested that having this sample
can aid in determining the representativeness and reliability of the crowdsourced M-Turk data
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(Crump et al., 2013; Kraemer et al., 2017). To meet the desired minimum sample size goal of
400, the researcher accepted up to 75% participants from the M-Turk platform and pursued a
minimum of 25% of participants from outside sources.

Data Collection
Before conducting any recruitment or data collection procedures, the researcher applied
for and received approval of the Institutional Review Board (IRB) of the University of Central
Florida. The IRB application consisted of the (a) human research protocol, (b) informed consent,
(c) recruitment materials and messages for organizations, and (d) all measurement instruments
(i.e., SBQ-R, POPS, ATSPPH-SF, BRS, demographic form). The assessment measures or this
study were available online free of charge. Following approval of the IRB, the researcher
inputted and formatted the study materials into the Qualtrics platform and M-Turk to distribute
online. Prior to beginning data collection, the researcher and members of the researcher’s
dissertation committee reviewed the survey link for potential errors that could influence data
validity. Next, the researcher conducted an initial data run to test the link with participants on the
M-Turk platform to determine the required time needed to complete the survey to ensure
appropriateness of compensation for participation.
Formal data collection commenced in November 2020, and the researcher initially
collected data through the web-based survey as made available through email and social mediabased correspondence with personal and professional organizations. After achieving the needed
sample of participants outside of crowdsourcing (i.e., 100 participants) by January 2021, the
remainder of data was collected through MTurk at the end of January 2021. Data collection
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followed the Tailored Design Method (TDM; Dillman et al., 2009). The TDM necessitates that
researchers establish trust, increase perceived benefits, and decrease perceived costs to enhance
participants’ motivation to participate. To meet the TDM procedures, the researcher sought and
received financial support of the Military Suicide Research Consortium to provide participants
with compensation for participation, and the researcher: (a) pursued endorsement of the project
by established faculty and military community members, (b) assured participants’ confidentiality
and anonymity, (c) provided supporting information related to the purpose and need for the
study, and (d) increased convenience and accessibility through the web-based format (Dillman et
al., 2009). The researcher continued contact with organizations and persons sharing the study
information and sent participation reminders. Participants were able to view the title of the study
through the recruitment email of their organization or on the M-Turk platform and followed a
link leading to the survey. Next, respondents viewed the informed consent detailing participants’
eligibility requirements, potential benefits and compensation, and the importance of the study
prior to electing whether or not to participate. Due to the challenging and sensitive topic of the
study (e.g., suicidality), participants were provided with resources for emotional support,
including the National Suicide Hotline, the Crisis Text Line, and additional resources with
instructions to receive military-specific support from these services when available (i.e., National
Military Suicide Hotline).
To be eligible to participate in the study, respondents were required to endorse that they
were 18 years of age or older and that they were raised in families where, prior to age 18, one or
more of their caregivers were affiliated with the military as an active duty member, reserve
member, or veteran of any U.S. military branch. Caregivers did not have to be biological parents
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of participants, and there were no exclusionary criteria related to additional personal
demographics or military affiliation characteristics. Potential participants were informed that
they had the option to not participate and were able to withdraw from the study at any time. The
researcher did not collect any identifying information from participants (e.g., name, address).
Participants completing the study through M-Turk were offered compensation of $2.00 for
completing the survey, which is an amount typical for M-Turk research based on the length of
time needed for completion (i.e., 20 minutes or less). Participants completing the survey through
M-Turk were provided with a unique code to collect compensation for their participation. MTurk requires a nominal fee of 40% for use of their web-based labor portal. To ensure equity and
maintain confidentiality, participants recruited from additional sources were notified that their
participation would result in a $2 donation per completed survey made to a military suicide
organization.

Instrumentation
The researcher included six data collection instruments in this study. The research
investigation included (a) a general demographic form, (b) the Suicide Behaviors QuestionnaireRevised (SBQ-R; Osman et al., 2001), (c) the Positive and Negative Suicide Ideation Inventory
(PANSI; Osman et al., 2002), (d) the Perception of Parents Scale (POPS; Robbins, 1994), (e) the
Attitudes Toward Seeking Professional Psychological Help – Short Form (ATSPPH-SF; Fischer
& Farina, 1995), and (f) the Brief Resilience Scale (BRS; Smith et al., 2008). The measures
included in this study were available online for use at no cost to the researcher. The assessments
were combined into a digital data collection packet for electronic distribution and data collection.
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The six data collection instruments and information related to evidence of validity and reliability
of the scores of the measures are reviewed next.

General Demographic Questionnaire
A general demographic form was included in the digital data collection packet to assess
participant data related to demographic variables (e.g., gender identity, age). Collecting
information related to personal characteristics can provide data regarding the generalizability of
the study findings through determination of whether the sample demographics are representative
of the population demographics. Further, demographic data can provide insight on additional
variables that may influence the factor relationships in data analysis. The researchers collected
specific demographic data, including participants’ (a) gender identity, (b) age, (c) racial and
ethnic background, (d) sexual/affectional orientation, (e) relationship status, (f) religious
affiliation, (g) the nature of the relationship between the participant and their primary at-home
and military caregivers (e.g., biological parent, adopted parent, custodial parent, non-custodial
parent, other familial relationship, other relationship), and (h) the nature of the relationship
between their primary caregivers (e.g., married, divorced, living together, familial relationship,
non-familial relationship). The researcher selected these participant variables because they are
common in social science research and due to the implications that some of the variables (e.g.,
sexual/affectional orientation) may have in relation to suicidality (Matarazzo et al., 2014).
Additionally, the researchers collected data from the participants’ specific to the nature of
the military affiliation of participants of the study (e.g., personal military status, branch, and rank
of military caregiver). Requesting information related to participants’ military-affiliation
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provided information about the potential influence of the caregiver’s military affiliation on the
participant and provided further insight regarding additional factors that may influence
relationships determined in the analyses. Specific participant data that was collected relating to
military affiliation included (a) participant’s current military status (e.g., not affiliated with the
military, veteran, active member, reserve member), branch affiliation (e.g., Army, Navy,
Marines, Coast Guard, Air Force), and rank (e.g., enlisted, officer); (b) participant’s partner’s
military status, branch affiliation, and rank; (c) participant’s caregiver’s military status, branch
affiliation, and rank during participant’s childhood (e.g., up to and including age 18); (d) age of
participant during caregiver’s years of military affiliation during participant’s childhood (e.g., up
to and including age 18); (e) total years of caregivers’ military affiliation during participant’s
childhood (e.g., up to and including age 18); (f) total number of deployments of the militaryaffiliated caregiver during participant’s childhood (e.g., up to and including age 18); and (g) total
years, if any, living at a military base during participant’s childhood (e.g., up to and including
age 18). The participant was able to provide the same information related to their second, or athome, caregiver if both of their caregivers were affiliated with the military.

Suicide Behaviors Questionnaire-Revised (SBQ-R)
The Suicide Behaviors Questionnaire (SBQ; Linehan & Nielson, 1981) is a publicly
available four-item, one-factor measure designed to assess individuals’ suicide behavior risk.
The SBQ was revised by Osman and colleagues (2001) to evaluate the same items but with
expanded responses. The SBQ-R items are each designated to assess risk factors for suicide
completion, including: (a) suicidal thoughts and attempts (item 1), (b) the frequency of a

90

participant’s suicidal thoughts (item 2), (c) the threat of suicide attempts (item 3), and (d) the
likelihood of the participant engaging in future suicide attempts (item 4). Respondents complete
each SBQ-R item with Likert scale responses. The responses for each item vary regarding
number of points and description of the response, with some responses corresponding to the
same points toward the total score of the measure. For example, item #1 reads “Have you ever
thought about or attempted to kill yourself?” The participants’ response chooses are (a) 1,
“Never”; (b) 2, “It was just a brief passing thought”; (c) 3a, “I have had a plan at least once to
kill myself but did not try to do it”; (d) 3b, “I have had a plan at least once to kill myself and
really wanted to die”; (e) 4a, “I have attempted to kill myself, but did not want to die”; and (f)
4b, “I have attempted to kill myself, and really hoped to die”. Regarding the SBQ-R items,
responses of 3a or 3b each yield three points toward the total score, and responses of 4a or 4b
each add four points to the total score. The item responses yield a total score ranging from 3-18
with a cutoff score of 7 for nonclinical samples and 8 for clinical samples. Higher SBQ-R scores
represent greater suicide behavior risk. SBQ-R item 1 was used separately in several studies to
determine the potential presence of suicidal ideation with a total score range of 1-4 and a cutoff
score of 2 used to determine suicide risk (Osman et al., 2001).

Psychometric Properties of the SBQ-R Scores
Osman and colleagues (2001) adapted the original SBQ to determine the effectiveness of
a brief, modified version of a scale intended to assess suicidal behavior risk. Researchers attained
initial evidence of validity for the SBQ-R scores through a group of studies including
participants of clinical and non-clinical samples (Osman et al., 2001). In the initial validation
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study for the SBQ-R, participants of the clinical sample stemmed from an adolescent psychiatric
inpatient sample (n = 110) and an adult psychiatric inpatient unit (n = 110). For the non-clinical
samples, the first group included high school adolescent participants (n = 138) and an
undergraduate population (n = 135). Regarding the clinical samples, intercorrelations between
SBQ-R items for the adolescent inpatient group ranged from 0.62-0.70 with coefficient α = 0.88,
and intercorrelations for the adult inpatient sample ranged from 0.62-0.76 with coefficient α =
0.87. For the non-clinical samples, intercorrelations for the high school sample ranged 0.48-0.82
with coefficient α = 0.87, and the undergraduate sample ranged 0.22-0.58 with coefficient α =
0.76. SBQ-R scores were statistically significant between clinical and non-clinical populations,
causing the creation of different cut-off scores depending on the population sampled. The
researchers also explored SBQ-R Item 1 separately and determined the item, when used in
isolation, indicates criterion-related validity with high sensitivity and specificity through
predictive values (Osman et al., 2001). Receiver operating characteristic (ROC) analyses of Item
1 helped to establish a cutoff score for each population (adolescent inpatient: AUC = 0.99, SE =
.012; adult inpatient: AUC = 0.92, SE = 0.29; adolescent high school: AUC = 1.00; SE = 0.00;
undergraduate: AUC = 1.00; SE = 0.00).
Subsequent investigations of the SBQ-R scores demonstrated evidence of the
psychometric properties of the instrument, including internal validity and convergent validity. In
a nonclinical sample of undergraduate psychology students (N = 311) internal consistency was α
= 0.79 (Lear et al., 2018). Tucker and colleagues (2018) further evaluated the measure with an
additional non-clinical undergraduate sample with similar findings of internal consistency (N =
173; α = 0.72). Further, the SBQ-R has been employed for use with military samples,
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demonstrating acceptable internal consistency of α = 0.72-0.84 (Bryan & Clemans, 2013;
Guiterrez et al., 2019; Stanley et al., 2017). Specifically, a study evaluating use of common
suicide risk assessments for use with military service members at risk for suicide (N = 1,044), the
SBQ-R demonstrated acceptable internal consistency (α = 0.72). Items of the SBQ-R were
further examined for convergent validity, with the SBQ-R being positively related to current
ideation (B = 3.07, SE = 0.22, p < .001), attempt history (B = 0.84, SE = 0.04, p < .001), and
hopelessness (B = 1.18, SE = 0.04, p < .001). Due to the unique SBQ-R items and their specific
purposes of assessing suicidality across four dimensions and the reliability estimates of each item
individually, the researcher anticipated the measurement model would fit a one-factor solution as
indicated in prior validation studies (Osman et al., 2001; see Figure 7).

Figure 7: Anticipated Measurement Model of the SBQ-R
Positive and Negative Suicide Ideation Inventory (PANSI)
The Positive and Negative Suicide Ideation Inventory (PANSI; Osman et al., 1998) was
designed to measure the frequency of individuals’ suicide ideation. The PANSI includes 14 items
that are possible thoughts an individual could have related to suicide, and respondents rate each
prompt on a Likert scale to indicate how frequently they have had the thought in the previous
two weeks. PANSI responses range from 1 (None of the time) to 5 (Most of the time),
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incorporating two factors (a) Positive Suicide Ideation and (b) Negative Suicide Ideation.
Positive Suicide Ideation items include cognitions that are positive and unlikely to imply suicide
ideation (e.g., “Felt that life was worth living”) while Negative Suicide Ideation includes items
that are negative and may indicate suicide risk (e.g., “Thought that your problems were so
overwhelming that suicide was seen as the only option to you?”). Higher scores regarding the
Positive Suicide Ideation factor identify lower frequency of suicide ideation, and higher scores
on the Negative Suicide Ideation factor indicate higher frequency of suicidal ideation (Osman et
al., 1998).

Psychometric Properties of the PANSI Scores
The PANSI was developed with a sample of young adults (N = 450; Osman et. al., 1998),
involving an EFA and CFA that determined the two-factor structure. Internal consistency
estimates were obtained for each factor, indicating good to excellent reliability for the factors
(Positive Ideation, α = 0.80; Negative Ideation, α = 0.91). Pearson correlations between the two
PANSI factor scales were negative and low to moderate at -0.41. The developing authors further
validated the PANSI scores with a sample of 217 high school adolescents and 30 psychiatric
inpatient adolescents and found similar reliability estimates with coefficients of α = 0.81 for
Positive Ideation and α = 0.94 for Negative Ideation (Osman et al., 2003).
Researchers use the PANSI with additional populations, showing strong psychometric
properties with adult populations and inpatient populations. In a study assessing the use of the
PANSI with undergraduate students, the scale yielded coefficients of α = 0.70 and higher for
demographics-based subsamples of a study of 428 undergraduate students (Muehlenkamp et al.,
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2005). Osman and colleagues further assessed inpatient populations with the PANSI and
established internal consistency reliability estimates of α = 0.96 for Negative Ideation and α =
0.89 for Positive Ideation (Osman et al., 2002). Each of these estimates indicate slightly higher
reliability for the Negative Ideation subscale than the Positive Ideation subscale. The original
validation studies for the PANSI scores and additional evidence of later studies support a twofactor structure, leading to the researcher’s expectation of a two-factor solution for the
instrument (Osman et al., 1998; Osman et al., 2002; see Figure 8).

Figure 8: Anticipated Measurement Model of the PANSI
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Perception of Parents Scale (POPS)
The Perceptions of Parents Scale (POPS; Grolnick et al., 1991) was designed to assess
children’s perceptions of their relationships with their parents. The researchers designed the
POPS with respect to the ideal parenting context, as outlined by self-determination theory
(Grolnick et al., 1997). The POPS was later adapted by Robbin (1994) for use with adolescents
and adults to assess with the same intention of measuring perceptions of parents’ support. The
adapted POPS scale includes 42 items composed of 21 matching items that assess perceptions of
respondents’ mothers and fathers separately. The POPS items include statements about the
participant’s parents, such as “My mother/father finds time to talk with me” and “My
mother/father tries to tell me how to run my life”. Each item of the POPS is answered on a 7point Likert scale ranging from 1 (not at all true) to 7 (very true), and scores stem from summing
each subscale and then averaging the items for a total range of 1-7. Higher POPS scores for each
subscale imply either higher perceived involvement, warmth, or autonomy support of the
caregiver. 16-items of the scale are reverse-scored to reduce bias. The POPS includes six
subscales measuring (a) mother autonomy support, (b) mother involvement, (c) mother warmth,
(d) father autonomy support, (e) father involvement, and (f) father warmth.
For the purposes of this study, the researcher modified the POPS to incorporate the term
“caregiver” instead of “mother” and “father” to improve inclusivity to a broader range of family
systems and gender identities that may be included in a traditional nuclear family structure. The
current POPS directions make efforts toward accommodating varying family structures, stating
that participants should respond to questions based on other adults of the same gender if they do
not have contact with their biological parent (i.e., stepfather instead of father), supporting this
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shift. However, for the purposes of this study, the directions for the POPS further instructed
participants to answer the items based on their perceptions of their primary military caregiver
and a second primary caregiver regardless of gender or the nature of the relationship to
distinguish between participants’ perceptions of their caregivers’ support based on their parents’
military affiliation. Participants were able to indicate if their two primary caregivers were both
military-affiliated.

Psychometric Properties of the POPS Scores
POPS subscale scores demonstrate good psychometric properties with samples of adults.
In a study exploring patterns of parental control, Padilla-Walker and Nelson (2012) evaluated the
reliability coefficients of the six subscales of the POPS scores with a sample of 438 students. The
POPS reliability coefficients were reported as: (a) mother warmth (α = 0.86), (b) mother
involvement (α = 0.80), (c) mother autonomy support (α = 0.85), (d) father warmth (α = 0.89),
(e) father involvement (α = 0.85), and (f) father autonomy support (α = 0.87; Padilla-Walker &
Nelson, 2012). Likewise, in a study of 350 undergraduates, internal consistency for the factors
related to the participant’s mother included α = 0.89 for mother warmth, α = 0.85 for mother
involvement, and α = 0.91 for mother autonomy support (Meinzer et al., 2014). In the same study
regarding factors pertaining to perceptions of the participants’ father, internal consistency
coefficients were equal for warmth, involvement, and autonomy support at α = 0.88. Similar
findings have been reported in additional POPS assessments of reliability with coefficients
ranging from α = 0.85-0.91 (Niemac et al., 2006; Meinzer et al., 2014).
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Beyond estimates of reliability, researchers have further explored the factor structure of
the POPS (Kharazzi & Kareshki, 2010). CFA results demonstrated that the 44-item scale
established fit indices of RMSEA = .048, GFI = .970, χ² = 139.91 (df = 54, p = .06), and subscale
coefficients of .64-.93. Due to strong reliability demonstrated by the POPS, the researcher
anticipated the measurement model to contain six manifest variables comprising the latent
variable of Perceptions of Caregivers.

Figure 9: Anticipated Measurement Model of the POPS
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The POPS includes six subscales measuring (a) mother autonomy support, (b) mother
involvement, (c) mother warmth, (d) father autonomy support, (e) father involvement, and (f)
father warmth. In consideration of the existing subscales, the researcher anticipated the
measurement model of the POPS adapted for military populations will contain six factors
corresponding to the present subscales with respect to the military caregiver (i.e., perceived
warmth, autonomy support, and involvement) and civilian caregiver (i.e., perceived warmth,
autonomy support, and involvement; see Figure 10).
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Figure 10: Anticipated Measurement Model of the POPS with Military Adaptations
Attitudes Toward Seeking Professional Psychological Help – Short Form (ATSPPH-SF)
Fischer and Farina (1995) designed the 10-item Attitudes Toward Seeking Professional
Psychological Help - Short Form (ATSPPH-SF) to evaluate respondents’ general attitudes
toward seeking psychological support. The ATSPPH-SF is an abbreviated version of the original
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29-item Attitudes Toward Seeking Professional Psychological Help (ATSPPH; Fischer &
Turner, 1970). The shortened ATSPPH-SF scale is composed of ten self-report items assessing
(a) positive attitudes and openness to treatment (e.g., “I might want to have psychological
counseling in the future”) and (b) negative attitudes and values in seeking treatment (e.g.,
“Personal and emotional troubles, like many things, tend to work out by themselves”). Each
ATSPPH-SF item is answered on a 4-point Likert scale ranging from 0 (disagree) to 3 (agree).
Overall ATSPPH-SF scores are determined by summing the scores of each item and the possible
scoring range is 0-30, with higher scores suggesting more positive attitudes toward psychological
treatment and lower scores indicating greater negative attitudes toward psychological treatment.
ATSPPH-SF items representing the negative attitudes factor (e.g., items 2, 4, 8, 9, and 10) are
reverse coded. The ATSPPH-SF was available for non-commercial, research use at no cost.

Psychometric Properties of the ATSPPH-SF
Fischer and Farina (1995) provide initial evidence of validity of the ATSPPH-SF scores
within two studies with samples of college students. The first study (N = 389) included the
development of the brief scale, while the second study (N = 62) established internal consistency
of α = 0.82, test-retest reliability of r = 0.80. Further, the ATSPPH-SF strongly correlated with
scores of the original, longer version at 0.87. Additional studies have continued to demonstrate
strong support for use of the ATSPPH-SF with college students with good psychometric
properties, indicated by internal consistency coefficients ranging from 0.82-0.84 (Constantine,
2002; Komiya et al., 2000).
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Researchers also used the ATSPPH-SF with military populations (e.g., Johnson et al.,
2018; Kehle et al., 2010; Meshberg-Cohen et al., 2017). In a study of National Guard soldiers
deployed to Iraq (N = 424), the ATSPPH-SF was deployed to evaluate attitudes toward helpseeking. With the sample, the ATSPPH-SF scores demonstrated internal consistency at α = 0.82
(Kehle et al., 2010). While it did not establish reliability of the ATSPPH-SF with military
populations, an additional study of 143 veterans filing claims related to posttraumatic stress
disorder (PTSD) established that mean scores of their military-affiliated sample was similar to
samples of other young adults with an average score of 18.6 with a standard deviation of 6.4
(Meshberg-Cohen et al., 2017). Based on the evidence supporting the psychometric features of
the ATSPPH-SF scores and prior use with military populations, the researcher determined the
ATSPPH-SF to be appropriate for use in this study and anticipated a factor structure consistent
with the two factors identified in prior research (see Figure 11).

Figure 11: Anticipated Measurement Model of the ATSPPH-SF
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Brief Resilience Scale (BRS)
The Brief Resilience Scale (BRS; Smith et al., 2008) is a six-item instrument designed to
assess individuals’ levels of resilience. Resilience, as measured by BRS, is individuals’ ability to
bounce back or recover after experiencing a stressful event. The BRS is a self-report inventory,
prompting respondents with self-report items intended to evaluate their agreement with
statements related to their resilience. Examples of BRS prompts include “I tend to bounce back
quickly after hard times” and “I have a hard time making it through stressful events”. The BRS
items are answered using a 5-point Likert scale ranging from 1 (strongly disagree) to 5 (strongly
agree). Half of the BRS items are positively worded, and the other half are negatively worded
(e.g., items 2, 4, and 6) requiring researchers to reverse code scores for those items. Researchers
determine total BRS scores by summing the responses to each item and averaging them for a
possible range of 1-5 (Smith et al., 2008). Based on the BRS scoring guide, cutoff scores were
established with scores below 3.00 indicating low levels of resilience and scores 4.30 or above
suggesting high resilience. BRS scores between 3.00 and 4.30 are considered to indicate average
or normal levels of resiliency, and there are no subscales or factors that have been determined for
the BRS. The BRS is available for non-commercial, research use at no cost.

Psychometric Properties of the BRS Scores
BRS scores demonstrate good psychometric properties with initial reliability coefficients
(Cronbach’s alpha) ranging between 0.70-0.95 (Smith et al., 2008; Smith et al., 2013; Windle et
al., 2011). In the initial validation of the BRS scores, Smith and colleagues (2008) tested the
measure with four samples, including undergraduate students (Sample 1: n = 128; Sample 2: n =
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64), cardiac rehabilitation patients (n = 112), and women with (n = 50) and without (n = 20)
fibromyalgia. Across the samples, BRS factor loadings for each item ranges from 0.68-0.91 and
Cronbach’s coefficients ranged from α = 0.80-.91. The BRS scores further demonstrated testretest reliability for one month at 0.69 for 48 participants of Sample 2 and for three months at
0.62 for 61 participants of Sample 3. Windle and colleagues explored the properties of the BRS
scores in a larger review of 19 resilience measures, determining that the BRS was one of the
most valid assessments of resilience based on psychometric ratings. In this review, the BRS
demonstrated internal consistency at α = 0.70-0.95 and earned the highest score possible for
construct validity. The BRS additionally achieved criterion validity with correlations of 0.59 and
0.51 with other prominent resilient scales (e.g., Connor-Davidson Resilience Scale; EgoResilience Scale).
Researchers use the BRS in studies with military samples, employing the BRS with
military members, military spouses, and military children (De la Rosa et al., 2016; Sharma &
Nagle, 2018; Sinclair et al., 2019). Pertaining to military-focused research, only Sinclair and
colleagues (2019), in a study of 333 military spouses, provided information related to
psychometric properties. In this study, the BRS reliability coefficient was established as α =
0.88. While psychometric properties of the BRS scores when used with military populations are
not provided in the other listed studies, additional information related to using the measure with
military-affiliated individuals are provided. For instance, data indicated that BRS scores were
predictive of self-acceptance, a component of psychological well-being, for children of military
families (N = 124; Sharma & Nagle, 2018). The researcher anticipated that the measurement
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model would fit a one-factor solution, as displayed in validation studies (Smith et al., 2008; see
Figure 12).

Figure 12: Anticipated Measurement Model of the BRS
Research Design
This study utilized a descriptive, correlational research design to evaluate the directional
relationships between resilience, help-seeking attitudes, perceptions of caregiver relationships,
and experiences of suicidality among adult children of military families. Correlational studies are
employed to determine the nature of relationships between multiple variables through the use of
non-experimental methods that do not involve the manipulation of variables (Creswell, 2014).
The primary functions of correlational research include exploring causal relationships between
variables and predicting the influence of select variables on other variables (Gall et al., 2007).
Correlational studies are advantageous for researchers, permitting the investigation of patterns
between many variables within a single study and providing an effective approach to analyzing
issues in educational and social studies research (Gall et al., 2007). Further, conducting
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correlational research enables researchers to attain insight into the strength and direction of
relationships between variables.
While it is possible to determine information about the relationships between variables in
a correlational study design, correlational research cannot determine causation between variables
(Gall et al., 2007). As such, the findings of studies employing correlational research designs may
imply potential causal relationships but require additional experimental research to confirm
causality. To obtain a clearer picture of the relationships assessed in correlational studies,
researchers recommend employing more advanced analytic procedures, such as SEM (Hair et al.,
2019; Ullman, 2019).

Threats to Validity
Correlational research designs are vulnerable to a number of threats to validity that need
to be appreciated in respect to potential limitations of the findings. Validity of research studies
refers to “…the appropriateness, meaningfulness, and usefulness of specific inferences made
from test scores” (Gall et al., 2007; p. 657). Potential threats to validity that need to be addressed
in correlational study designs include: (a) internal validity and (b) external validity. The
researcher describes each of these considerations in the following sections, including actions
taken to mitigate threats and strengthen validity.

Internal Validity
Internal validity is the degree to which inferences about a causal relationship between
variables are true (Tashakkori et al., 2020). Researchers decrease threats to internal validity by
eliminating plausible alternatives and extraneous variables that might influence the outcomes of
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studies (Gall et al., 2007; Tashakkori et al., 2020). As such, to mitigate the possible threats to
internal validity and improve trustworthiness of findings, researchers must account for and
control extraneous, non-measured, variables (Gall et al., 2007). Several potential threats to
internal validity were inherent to this study, including (a) instrumentation, (b) attrition, (c)
extraneous variables, and (d) temporal precedence.

Instrumentation
All measurements have error within assessing a given construct (DeVellis, 2016). As
such, researchers should conduct a thorough review of the literature relating measures they plan
to use, including evidence of validity and reliability of the instrument scores. Further, measures
based on self-reporting can pose an additional threat to validity known as social response bias as
participants can, intentionally or unintentionally, provide incorrect responses to survey items
(King & Bruner, 2000). To reduce measurement error, the researcher evaluated each measure for
evidence of validity and reliability before including it in the final data collection packet and
accounted for measurement error in the data analysis. Further, the researcher examined data for
patterns in responses, such as answering the same way to each question, and included an
attention-check question to assess validity of responses in this study.

Attrition
Attrition, also referred to as experimental mortality, means that participants began but did
not complete participation in the study, resulting in data that may be incomplete or missing (Gall
et al., 2007). Attrition can be brought on by a variety of factors, such as respondents deciding to
withdraw from the study (Gall et al., 2007). Missing data can be minimal and can be determined
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to be random and ignorable; however, it can also be a more serious problem for data analysis
when it represents flawed methodology or measures or response patterns (Hair et al., 2019). To
account for attrition, the researcher screened responses as they were received to ensure that
recruitment continued until an adequate sample was reached with complete data relating to the
study constructs. M-Turk participants were also not included and were not eligible for
compensation unless they completed the full survey. The researcher re-assessed the data
following data collection and prior to analysis to verify the significance of any remaining
missing data following these strenuous screening procedures. The researcher observed missing
data pertaining only to demographic variables and assessed for patterns in missing data and
determined the significance of the missing data to be insignificant, resulting in no modifications
to the dataset.

Extraneous Variables
Extraneous variables are variables that are unaccounted for in the study and therefore
unmeasured and uncontrolled (Gall et al., 2007). Extraneous variables can have a significant
impact on study outcomes that cannot be determined when these factors are not correctly
recognized and assessed (Gall et al., 2007). To attempt to control for the threat of extraneous
variables to internal validity, the researcher reviewed literature related to the topic for potential
factors to explore and will collect data related to participants’ personal demographics and
military-affiliation characteristics to explore any potential relationships that may have influence
on the dependent variables. However, despite these efforts, it is possible that other extraneous
variables were not measured that may have influenced the findings of the study.
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Temporal Precedence
Temporal precedence can often be unclear in correlational research, which cannot infer
causation (Johnson & Christensen, 2017). As researchers cannot make direct causal statements
based on findings of nonexperimental studies, being unable to state whether a particular variable
is the cause or the effect in a relationship poses a threat to internal validity and creates an
inherent limitation to the findings (Gall et al., 2007). While it is not possible to protect against
this threat to validity based on the research design employed, correlational studies can serve a
key purpose in creating a framework and providing information regarding a relationship between
variables that can support further experimental research.

External Validity
External validity is the level to which results of an investigation may be applied outside
of the study’s direct sample, such as for other persons or settings (Gall et al., 2007). External
validity can vary across settings, being more valid for one group or setting than another (Gall et
al., 2007). External validity includes both population validity and ecological validity.

Population Validity
Population validity refers to the degree that findings of a study may be generalized from
the sample directly studied to the population of interest (Gall et al., 2007). Population validity
may be threatened if participants’ awareness of being involved in a study impacts their responses
or if participants in the sample have unique characteristics that do not represent those who did
not participate (Gall et al., 2007). In this study, population validity referenced the extent to which
the sample findings could be generalized to adult children of U.S. military families that were not
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incorporated into the study. Potential factors that may have influenced population validity in this
study include: (a) use of a web-based labor portal (M-Turk) and (b) use of a convenience sample.
While studies have indicated that web-based labor portals can yield reliable and high-quality data
(Behrend, 2011; Chandler & Shapiro, 2016), individuals who choose to engage in research for
compensation may have unique characteristics from the overall population of interest. To protect
against this concern, participants were recruited from additional sources beyond the M-Turk
platform and results between groups were compared to assess for significant differences.

Ecological Validity
Ecological validity is the degree to which findings of a study can be generalized to
settings outside of conditions created by the researcher (Gall et al., 2007). When study findings
are limited to a specific set of conditions, results have low ecological validity. In consideration of
ecological validity for this study, the investigation was conducted during the fall of 2020, which
resulted in unique data collection conditions. While it is unknown if the timing of the year may
have impacted the study findings, the transition between years 2020 and 2021 when data was
collected included multiple distinctive stressors, such as the COVID-19 pandemic, racial
tensions, and political unease which may have influenced participants’ mindset and subsequent
responses. The researcher could not control for these potential factors in this study, however,
replication of the study in the future under different circumstances could provide additional
information into the identified relationships between the constructs of interest.
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Research Hypothesis and Exploratory Questions
The purpose of this research investigation was to evaluate the directional relationship
between adult children of U.S. military families’ experiences of suicidality (e.g., suicide
behavior risk and suicide ideation) and their levels of resilience, attitudes toward help-seeking,
and perceptions of caregiver relationships. The following sections describe the primary research
question, the research hypothesis, and the exploratory research questions.

Research Hypothesis
Adult children of military families with (a) more positive perceptions of caregiver
relationships (as measured by the POPS; Robbins, 1994), (b) increased levels of help-seeking
attitudes (as measured by the ATSPPH-SF; Fischer & Farina, 1995), and (c) increased levels of
resilience (as measured by the BRS; Smith et al., 2008) will have an decreased risk of suicidality
as measured by decreased suicide behavior risk (as measured by the SBQ-R; Osman et al., 2001)
and decreased suicide ideation (as measured by the PANSI; Osman et al., 1998; See Figure 13).

Figure 13: Research Hypothesis
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Exploratory Research Questions
Exploratory Research Question 1
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their reported
demographic characteristics (e.g., gender, race/ethnicity, relationship status, nature of
relationship to caregivers)?

Exploratory Research Question 2
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their reported militaryaffiliation characteristics (e.g., current military status, partner’s military status, second caregiver
military affiliation, branch affiliation and rank of caregivers)?

Exploratory Research Question 3
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
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caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their participant
recruitment method (i.e., M-Turk or Non-MTurk/military/general source)?

Data Analysis
The data for this study was collected through a web-based survey including six
assessments: (a) general demographic form, (b) SBQ-R (Osman et al., 2001), (c) PANSI (Osman
et al., 1998), (d) POPS (Robbins, 1994), (e) ATSPPH-SF (Fischer & Farina, 1995), and (f) BRS
(Smith et al., 2008). The researcher primarily recruited participants through a web-based labor
portal, M-Turk, and through military-affiliated groups and organizations. Following data
collection, the researcher imported all responses into the Statistical Package for Social Sciences
(SPSS, version 25). Through use of the SPSS software, data was cleaned (e.g., missing data,
outliers) and tested for statistical assumptions (e.g., normality, homogeneity, and
multicollinearity). After ensuring the quality of the data and appropriateness for analysis, the
researcher used SPSS to further obtain descriptive data of responses and analyze the exploratory
research questions. The researcher used the statistical package of lavaan through the R software
(Rosseel, 2012; R Foundation, 2020), a program that provides researchers with the ability to
analyze theoretical models and to create and modify path diagrams, to test the research
hypothesis.

Structural Equation Modeling (SEM)
The researcher conducted an analysis through SEM to assess the research hypothesis of
the investigation. SEM is a group of statistical procedures enabling researchers to assess
relationships between one or multiple independent and dependent variables (Ullman, 2019).
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SEM is a confirmatory approach that requires researchers to establish a theory based on prior
knowledge of possible relationships between variables and includes procedures such as multiple
regression analyses, path analysis, and confirmatory factor analysis (Ullman, 2019). SEM is a
powerful mode for conducting multivariate correlational analysis with the benefit of accounting
for measurement error to eliminate that possible limitation (Schumacker & Lomax, 2016).
SEM analysis involves assessing hypothesized models, shown in initial path diagrams, to
determine how and to what degree measured or manifest variables and indicators or latent
variables are related (Ullman, 2019). Latent variables of SEM are the theoretical constructs that
are of interest to the model being studied. For this study, five latent variables were present and
included suicide risk behaviors, perceptions of caregiver relationships, help-seeking attitudes,
and resilience. Since latent variables are often imprecise to the construct, each latent variable is
measured through observable or manifest variables, or variables that are actually being measured
by the researcher. More simply, within the measurement model, the scores obtained from a
measurement instrument are the manifest variables that measure the latent variables. For this
study, 12 manifest variables were present. An example of the relationship between a latent
variable and manifest variables in this study is the latent variable of help-seeking attitudes, which
consists of the manifest variables positive help-seeking attitudes and negative help-seeking
attitudes (Fischer & Farina, 1995).
Before beginning analysis with SEM, an appropriate sample size was attained and
missing data was addressed (Ullman, 2019). Further, SEM required that multiple statistical
assumptions were met in order for data to be appropriate for analysis. Necessary statistical
assumptions tested for SEM included: (a) multivariate normality, (b) linearity, (c) absence of
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multicollinearity and singularity, and (d) residuals (Ullman, 2019). SEM requires multiple
procedures often conveyed in a step-by-step process: (a) model specification, (b) model
identification, (c) model estimation, (d) model testing, and (e) model modification (Crockett,
2012). The researcher outlines the SEM procedures in the following sections.

Model Specification
SEM analysis first required that the researcher have adequate background knowledge
related to their constructs of interest to designate a theoretical or hypothesized model of the
predicted relationships between the constructs of the study (Crockett, 2012; Ullman, 2019). The
researchers then provided possible explanations and a rationale for the specified model
(Crockett, 2012). The researcher’s theoretical model incorporated the structural model,
demonstrating relationships between the latent variables (e.g., constructs), and the measurement
model, showing relationships between the latent and manifest variables (e.g., observed
variables). The SEM theoretical model was depicted through a path diagram showing manifest
variables, shown as squares or rectangles, and latent variables, represented by circles or ovals
(Ullman, 2019). The path diagram showed the sequence of hypothesized relationships from left
to right with independent variables on the left and dependent variables on the right. To
demonstrate the relationships between variables, lines were used with arrows at one (e.g., direct
relationship) or both ends (e.g., non-directional relationship that is unanalyzed or covariance).
The relationships included in the model further indicated the model parameters as free (e.g.,
unknown and estimated from data), fixed (e.g., specific value, often 0 or 1), or constrained (e.g.,
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unknown but restricted to 1 or more; Crockett, 2012). The visual path diagram of the model was
created through lavaan in R (Rosseel, 2012; R Foundation, 2020).

Model Identification
The second step of SEM analysis was identification of a model, which established if the
specified model was valid for SEM analysis (Crockett, 2012). Model identification occurred
prior to estimating model parameters and involved determining if the specified model was able to
yield a unique solution (Crockett, 2012). To make this determination, the researcher determined
it was theoretically possible for the model to designate unique estimates for each parameter and
that the model was dependent on determination of parameters as free, fixed, or constrained
(Crockett, 2012).
Criteria for measurement model identification have been established, indicating that a
model has the highest likelihood of being identified in one of two circumstances (Crockett, 2012;
O’Brien, 1994). The first scenario indicating greater likelihood of model identification is when
(a) there are two or more latent variables with a minimum of three indicators that load on each
variable, (b) no correlations of the errors of the indicators, and (c) indicators load on only one
factor. The second scenario improving likelihood of identification occurs when (a) there are two
or more latent variables, but one latent variable has only two indicators, (b) there are no
correlations of the errors of the indicators, (c) indicators load on only one factor, and (d)
variances or covariances between factors equals 0.
Following identification of the measurement models, the researcher underwent the
difficult task of identifying the structural model (Crockett, 2012). Bollen (1989) provided
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guidelines for identification of the structural model, including the recursive rule and the t rule
(Crockett, 2012). In accordance with the recursive rule, all of the relationships included in the
model are unidirectional (e.g., not reciprocally related). The t rule stipulates that in identified,
recursive models, there “must be more “known” information than “unknown” to find unique
solutions” (Crockett, 2012, p. 37).

Model Estimation
Following model specification, the researcher chose the estimation method, or the
algorithm that will be employed to establish estimates for free parameters of the model (Hair et
al., 2019). Model estimation can be conducted through several fitting functions designed to
enhance initial parameter estimates through repeated calculations in order to minimize
differences between the estimated covariance matrix and the observed covariance matrix S
(Crockett, 2012; Hair et al., 2019). Estimating the parameters of the theoretical model to the best
fit of the observed covariance matrix S is the primary purpose of the Model Estimation step of
SEM (Crockett, 2012).
Possible fitting functions researchers may use in the third step of SEM include (a)
ordinary least squares (OLS), (b) maximum likelihood (ML), (c) generalized least squares
(GLS), (d) asymptotically distribution-free (ADF), and (e) weighted least squares (WLS;
Crockett, 2012). Each of these approaches to estimation are feasible due to their wide availability
in SEM analysis programs (Hair et al., 2019). However, ML is the most used estimation method
as it is an efficient and reliable approach that is unbiased when the assumption of multivariate
normality is met and still proves to be a fairly strong option when normality is violated
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(Crockett, 2012; Hair et al., 2010). Further, ML is a consistent and asymptotically efficient
approach for SEM with large samples, is not scale-dependent, and allows for dichotomous
exogenous variables (Bollen, 1989; Crockett, 2012; Kelloway, 1998; Schumacher & Lomax,
2010). ML can also be utilized effectively with non-normal data and small to medium sample
sizes when “robust” corrections are made in relation to the model test statistics and the ML
standard errors (Satorra & Bentler, 1994).

Model Testing
The fourth step of SEM, Model Testing, involved the simultaneous or two-step analysis
of both the measurement model and the structural model (Crockett, 2012). Many researchers
recommend the two-step approach due to the conceptual differences between the measurement
model and the structural model (Crockett, 2012; James et al., 1982). To facilitate the two-step
analysis for this study, the first step of Model Testing involved verifying that the theoretical
measurement model was solid by establishing that the manifest variables actually measured the
latent variable of a construct (Crockett, 2012). If the variables did not accurately represent the
construct, the structural model could not be further analyzed (Jöreskog & Sörbom, 1993). To
confirm that the factor indicators loaded appropriately on the latent variables in the expected
direction, the researcher conducted CFAs for each instrument prior to beginning the second step
of testing the structural model (Crockett, 2012).
Following testing of the measurement model and verifying the fit, the next step was to
establish the extent that the structural model is supported by the collected data (Crockett, 2012).
Determining the model fit involved establishing the fit of individual model parameters as well as
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the global fit of the overall model (Crockett, 2012). Regarding individual parameters, the
researcher considered if each parameter (a) was statistically significant from 0, (b) ran in the
expected direction, and (c) could be meaningfully interpreted (Schumacker & Lomax, 2010).
Further, parameter estimates needed to stay within expected values, with correlations not
exceeding 1 and indicate positive values for variance (Crockett, 2012). The statistical program
used for SEM analysis provided critical values, representing parameter estimates and estimates
of standard error, for each model parameter. When critical values exceed expected values at
determined alpha levels, the parameter is statistically significant (Crockett, 2012). To determine
the overall model fit, multiple indices can be used to determine the degree discrepancy between
theoretical covariance matrices and sample covariance matrices. Possible indices for model
testing include: Chi-Square (X2), Comparative Fit Index (CFI), Goodness of Fit Index (GFI),
Adjusted Goodness of Fit Index (AGFI), Root Mean Squared Error of Approximation (RMSEA;
Steiger, 1990), Standardized Root Mean Square Residual (SRMR Jöreskog & Sörbom, 1988),
and the Tucker-Lewis Index (TLI; Tucker & Lewis, 1973).

Model Modification
The fifth and final step of SEM was Model Modification (Crockett, 2012). To conduct
Model Modification, the researcher employed model modification techniques in order to find a
model that was best fitting to the data (Crockett, 2012). The researcher began this process
through a specification search, eliminating nonsignificant parameters of the theoretical model
and evaluating the fitted residuals (Crockett, 2012). To remove parameters, t statistics for each
parameter were compared to the t value to determine significance (Schumacker & Lomax, 2010).
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Further, fitted residuals of the standardized residual matrix were assessed to be small, which was
important as larger residuals in the matrix may indicate inaccurate specifications of the model
and larger values across single variables can show inaccurate specifications of specific variables
in the model (Bentler, 1989; Crockett, 2012). Specification techniques are exploratory and based
on the data collected in a given study, so parameters that are removed from the theoretical model
can be indicative of sample features that do not generalize to the broader population of interest
(Kelloway, 1998). Model modification can also increase the likelihood of a Type 1 error so
should be conducted with a focus on balancing parameter removal with model fit (Crockett,
2012; Kelloway, 1998).

Additional Data Analyses
While SEM analysis was used to evaluate the research hypothesis, additional analytic
procedures were used to assess the exploratory research questions. The data analysis procedures
for the exploratory research questions included (a) descriptive statistics, (b) Spearman’s rankorder correlations, (d) multiple regressions, (c) ANOVAs, and (d) Fisher’s LSD post hoc tests.
The researcher began with analyses of the descriptive statistics of the data to gain a thorough
understanding of the demographics and military-affiliation characteristics of the sample (Hair et
al., 2010).
Following assessment of descriptive statistics, the researcher conducted Spearman’s rankorder correlations to assess associations between variables of the study. Spearman’s rank-order
correlations permitted understanding of the strength and direction of relationships between two
variables when data is non-normal, yielding coefficients ranging from -1.0 to +1.0 (Lomax &
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Hahs-Vaughn, 2012). Once possible relationships were determined through correlational
analyses, the researcher conducted additional analyses (e.g., multiple regressions, ANOVAs) to
assess differences between groups in relation to the constructs (e.g., suicide behavior risk,
suicidal ideation, resilience, help-seeking attitudes, caregiver relationships). Specific
relationships that were explored in relation to the exploratory research questions were those
between groups based on demographic variables, military-affiliation characteristics, and
recruitment methods.

Independent and Dependent Variables
This research study involved several independent and dependent variables. In SEM
analyses, the independent variables are referred to as exogenous variables, and dependent
variables are considered endogenous variables, and researchers can use SEM to analyze direct
and indirect effects of multiple exogenous and endogenous variables (Crockett, 2012). This study
examined the variables of suicidality (e.g., suicide risk behaviors and suicide ideation),
resilience, perceptions of caregiver relationships, and attitudes toward help-seeking.

Independent/Exogenous Variables
This study explored the influence of levels of resilience, perceptions of caregiver
relationships, and attitudes toward help-seeking on experiences of suicidality for adults raised in
military families. The independent variables of this study were determined through a review of
the literature pertaining to children of military families and the impacts of military-affiliation on
family members. The researcher selected the following independent variables for this study: (a)
resilience, (b) perceptions of caregiver relationships, and (c) attitudes toward help-seeking. The
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researcher included demographic and military-affiliation characteristics as additional
independent variables.
1. Resilience is a latent variable measured by the BRS (Smith et al., 2008). The researcher
selected resilience as an independent variable due to the connection between experiences
of stressors and the resulting development of resilience when favorable adaptation to the
stressor occurs (Patterson, 2002; Sullivan, 2015). Military families undergo a variety of
normative and non-normative stressors that influence individual functioning and overall
family functioning (Castellanos, 2019; Chapin, 2014; Creech et al., 2015; Lester et al.,
2016; Park, 2011). Significant research within military studies, counseling, and mental
health-focused fields have demonstrated that resilience can serve as a protective factor
against suicidality. However, research regarding protective factors against suicidality for
children of military families has been limited, warranting additional investigation of the
role of resilience on suicidality.
2. Perceptions of caregiver relationships represent a latent variable measured by the POPS
(Robbins, 1994). The variable included six manifest variables representing the
relationship an individual has with each of their primary caregivers. In the initial scale,
the manifest variables represented traditional parental roles of “mother” and “father”, but
these were broadened to “Military Caregiver” and “Second Caregiver” to address a
broader range of family systems and gender roles. As a result, the six manifest variables
include: (a) Military Caregiver Warmth, (b) Military Caregiver Autonomy Support, (c)
Military Caregiver Involvement, (d) Second Caregiver Warmth, (e) Second Caregiver
Autonomy Support, and (f) Second Caregiver Involvement. Perceptions of caregiver
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relationships was selected as a construct of interest in this study due to the importance of
parent-child relationships and attachment for children’s social and emotional functioning
ranging into adulthood (Bowlby, 1969). Researchers explore caregiver relationships in
studies of military families, emphasizing the importance of relationships with both the
military caregiver and the at-home caregiver to support development and protect against
negative behavioral and mental health outcomes (Chandra et al., 2016; Lester & Flake,
2013; Sullivan et al., 2016; Walker et al., 2014). Despite the significant implications of
these relationships, caregiver relationships have yet to be explored directly in relation to
suicidality of children of military families.
3. Help-Seeking attitudes is a latent variable measured by the ATSPPH-SF (Fisher &
Farina, 1995). The variable included two manifest variables: (a) Positive Help-Seeking
Attitudes and (b) Negative Help-Seeking Attitudes. Literature pertaining to military
members and their families has consistently pointed to values of military culture that may
discourage help-seeking and minimize the likelihood of seeking and receiving mental
health support when needed (Blaisure et al., 2016; Curtis, 2010; Hall, 2011; HisleGorman et al., 2015). Further, individuals in the military may face significant
ramifications, such as changes to weapons access or separation from their unit, if they
report honestly about mental health symptoms, such as suicidality (Blaisure et al., 2016).
These views may create negative values and perceptions toward help-seeking that reduce
the likelihood that military members and their families get needed mental healthcare. As
such, the researcher included attitudes toward help-seeking as a variable due to the likely,
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but untested, consideration that attitudes toward help-seeking will influence outcomes
related to suicidality for children raised in military families.
4. Demographic variables of adult children of military families were independent variables
of the study representing variety within the sample. Specific demographic variables
included: (a) gender identity, (b) age, (c) racial and ethnic background, (d)
sexual/affectional orientation, (e) relationship status, and (f) religious affiliation.
5. Military-affiliation characteristics of adult children of military families were independent
variables, including:(a) participant’s current military status (e.g., not affiliated with the
military, veteran, active member, reserve member), branch affiliation (e.g., Army, Navy,
Marines, Coast Guard, Air Force), and rank (e.g., enlisted, officer), (b) participant’s
partner’s military status, branch affiliation, and rank, (c) the nature of the relationship
between the participant and their primary at-home and military caregivers (e.g.,
biological parent, adopted parent, custodial parent, non-custodial parent, other familial
relationship, other relationship), (d) participant’s caregiver’s military status, branch
affiliation, and rank during participant’s childhood (e.g., up to and including age 18), (e)
age of participant during caregiver’s years of military affiliation during participant’s
childhood (e.g., up to and including age 18), (f) total years of caregivers’ military
affiliation during participant’s childhood (e.g., up to and including age 18), (g) total
number of deployments of the military-affiliated caregiver, and (h) total years, if any,
living at a military base during participant’s childhood (e.g., up to and including age 18).
These variables were essential to providing information relating to the relationship
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between the caregiver and the participant and to underscore potential military factors that
may influence relationships.

Dependent/Endogenous Variables
Following a review of the literature pertaining to the population and constructs of
interest, the researcher identified the following dependent variables: (a) suicide risk behaviors
and (b) suicide ideation. Each of these variables were included in the larger construct of
suicidality.
1. Suicide risk behaviors are a latent variable (as measured by the SBQ-R; Osman et al.,
2001) represented by four items representing suicide risk: (a) lifetime suicide ideation
and/or suicide attempt, (b) frequency of suicidal ideation, (c) threat of suicide attempt, (d)
likelihood of suicidal behaviors in the future. Lifetime and present suicide risk behaviors
are significant indicators of future suicidality (Lewinsohn et al. 1994; Singh & Winsper,
2016). While a recent DoD (2019) report has indicated that children of military families
may engage in less suicidal behaviors than the general civilian population, additional
studies indicating a heightened suicide risk for children of military families necessitates
exploration of suicidality for individuals raised in military families (Alfano et al., 2015;
Cederbaum et al., 2014; Forrest et al., 2018; Gilreath et al., 2015).
2. Suicide ideation is a latent variable (as measured by the PANSI; Osman et al., 1998)
composed of two manifest variables (a) positive suicide ideation and (b) negative suicide
ideation. Suicide ideation is a direct indicator of future suicide attempts and completed
suicides making it an essential factor in this study (Jackson & Nuttall 2001; Lewinsohn et
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al. 1994; Singh & Winsper, 2016). Several studies have demonstrated that children of
military families may experience concerning levels of suicide ideation, warranting
broader evaluation of these outcomes for individuals raised in military families and
consideration of the factors that may contribute to them (Alfano et al., 2015; Cederbaum
et al., 2014; Forrest et al., 2018; Gilreath et al., 2015).

Limitations
This study included a number of inherent limitations that need to be considered in the
interpretation of the findings. First, the correlational research design employed by the researcher
did not allow for a determination of causation between variables (Gall et al., 2007). While the
design permitted the researcher to make determinations about directional relationships between
the variables of the study, one cannot be stated to cause the other. Further, the correlational
design presented the concern of ambiguous temporal precedence, wherein the researcher was not
able to determine whether participants held particular characteristics as a result of another
variable or if one variable preceded another (Johnson & Christensen, 2017). For instance, the
researcher was not able to determine if participants who reported experiences of suicidality had
these experiences prior to their caregiver’s military affiliation or would have had the same
outcomes outside of military-affiliation. Correlational research can further result in restriction of
range, where characteristics of the sample or population can limit scores or impact the strength of
discovered correlations (Lomax & Hahs-Vaughn, 2012). However, despite these drawbacks, this
study supported identification of variables that can be further explored in experimental research
designs.
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Second, the researcher must recognize the impact of data collection procedures on the
study findings. The study utilized non-probability convenience sampling, which may have
limited the generalizability of the results (Gall et al., 2007). Further, the majority of the data
collected stemmed from recruitment and sampling through Amazon M-Turk, a labor portal,
which can further impede the generalizability of the study findings since participants may have
unique characteristics that distinguish them from the general population (Behrend, 2011;
Chandler & Shapiro, 2016). Additionally, many questions included in the demographic form
involved retrospective data collection by requesting that participants recollect past information,
which can pose further risks to validity (Maughan & Rutter, 1997; Newbury et al., 2018;
Tofthagen, 2012). The researcher collected demographic and military-affiliation data to attempt
to recognize the impact of these variables on the relationships between study factors.
Finally, while participants were required to endorse eligibility criteria to participate, the
self-report nature of the study may lend to participants intentionally or unintentionally
misrepresenting themselves to participate or to receive compensation. These potential
inaccuracies can extend to participants’ responses to study questions (Dillman et al., 2014).
Another factor that may have influenced study findings or encouraged inaccurate reporting by
participants was the perceived stigma of mental healthcare within military culture and the
potential ramifications of endorsing mental health concerns or suicidality (Curtis, 2010).
Participants may have been less likely to report suicidal ideation or behaviors due to these
concerns. Further, while assessing suicide risk behaviors and ideation can provide significant
information into suicide prevalence, data for completed suicides were not assessed within the
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scope of this study. As such, it is not possible to determine how the constructs of interest may
have impacted individuals who died by suicide.

Ethical Considerations
The researcher has reviewed ethical considerations for this dissertation study and adhered
to ethical guidelines in the completion of the study. Due to the sensitive nature of the topic of
suicidality incorporated in this study, the researcher took every possible precaution to ensure the
safety of participants and to mitigate any possible risks. The University of Central Florida’s IRB
and the researcher’s dissertation committee reviewed the following ethical considerations:
1. The researcher ensured confidentiality and anonymity of participant data.
2. The researcher emphasized that all participation in the study was voluntary with no
penalties for non-participation.
3. The researcher ensured participants’ right to withdraw from study participation at any
time.
4. The researcher informed participants of their rights through the informed consent
procedures prior to collecting data.
5. The researcher provided participants with their contact information to address any
concerns or questions that participants had.
6. The researcher revised data instrumentation to reflect more diverse family structures and
gender roles to be inclusive of a broader grouping of participants.
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7. The researcher provided all participants with suicide prevention resources and militaryspecific suicide prevention support to mitigate risks and improve safety of participants
who may have been triggered by sensitive subject matter.
8. The researcher conducted all aspects of this study with the permission and approval of
their dissertation chairs, committee members, and the University of Central Florida IRB.
9. The researcher received endorsement and approval of military-affiliated individuals and
organizations to ensure sensitivity to the needs of the target population.

Chapter Three Summary
This study investigated the directional relationships between adult children of U.S.
military families’ experiences of suicidality (e.g., suicide behavior risk and suicide ideation) and
their levels of resilience, help-seeking attitudes, and perceptions of caregiver relationships.
Chapter Three presented the research methods that were employed by the researcher, including:
(a) population and sampling procedures, (b) data collection, (c) instrumentation, (d) research
design, (e) research hypothesis, (f) exploratory research questions, (g) data analysis procedures,
(h) limitations, and (i) ethical considerations.
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CHAPTER FOUR: FINDINGS
In chapter four, the researcher presents the results of the research hypothesis and
exploratory research questions for the research investigation. The purpose of this investigation
was to explore the directional relationship between adult children of U.S. military families’
experiences of suicidality (e.g., suicide behavior risk and suicide ideation) and their levels of
resilience, help-seeking attitudes, and perceptions of caregiver relationships. The theoretical
model hypothesized that, among adult children of military families, levels of resilience (Smith et
al., 2008), help-seeking attitudes (Fischer & Farina, 1995), and perceptions of caregiver
relationships (Robbins, 1994) would contribute to their experiences of suicidality, including
suicide behavior risk (Osman et al., 2001) and ideation (Osman et al., 1998). Specifically, the
study evaluated the hypothesized directional relationship that adults raised in military families
with lower levels of resilience, help-seeking attitudes, and perceptions of caregiver relationships
would have increased experiences of suicidality (e.g., suicide behavior risk and suicide ideation).
Further, this investigation explored the relationships between participants’ demographic
variables (e.g., age, gender identity, sexual/affectional orientation), military characteristics (e.g.,
branch affiliation, rank), and sampling sources (e.g., general military or M-Turk) and their
experiences of suicidality, levels of resilience, help-seeking attitudes, and perceptions of
caregiver relationships.
To explore these relationships, the researcher employed a correlational research design to
collect data that did not require variable manipulation (Gall et al., 2007). The researcher utilized
the statistical procedures of (a) descriptive statistics, (b) Spearman’s rank-order correlations, (c)
ANOVAs, (d) Fisher’s Least Significant Differences (LSD) post hoc tests, and (e) multiple linear
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regressions (MLR) and simple linear regressions (SLR) to analyze data in relation to the
exploratory research questions and evaluated the research hypothesis through SEM analysis
(Schumacker & Lomax, 2016; Ullman, 2019). To conduct these analyses, the research used the
Statistical Package for Social Sciences (SPSS, Version 25) to screen data and to analyze the
research questions. The researcher additionally used the lavaan statistical package of the R
software for the CFA and SEM procedures needed to analyze the research hypothesis (Rosseel,
2012; R Foundation, 2020). Regarding SEM analysis, a five-step process for counseling research
was employed with the steps: (a) model specification, (b) model estimation, (c) model
identification, (d) model testing, and (e) model modification (Ullman, 2019). The researcher
presents the results of this study in the following order (a) sampling and data collection
procedures (b) initial descriptive statistics and data results (c) data screening and statistical
assumptions for SEM analysis, (d) primary data analysis, and (e) secondary data analysis.

Sampling and Data Collection Procedures
Adults raised in U.S. military families were the target population of this study. Specific
inclusion criteria required that participants be 18 years of age or older and have at least one
primary caregiver (e.g., parent or guardian) that was an active duty member, reserve member, or
veteran of any U.S. Military branch during the participant’s childhood (e.g., prior to the
participant being 18 years of age). While literature has expanded to consider the influence of
military affiliation on children of military families, minimal research has explored how
individuals raised in military families are impacted into adulthood, which established the
population of interest (Forrest et al., 2018). Due to expected difficulties achieving an adequate
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sample due to the nature of the population, in particular military mistrust of civilian mental
health professionals and researchers, the age criterion was left broad to include all adults rather
than specifying a particular age of participants or era of military service for caregivers (Blaisure
et al., 2015; Curtis, 2010).
The researcher utilized convenience sampling to recruit potential participants through
personal and professional contacts, including adults from six national military organizations,
three university groups, and seven military-focused social media groups who had relationships
with military members, veterans, and families. Additional participants were recruited through the
online labor portal Amazon M-Turk. Including individuals from this broad group of sources
enabled the sample to have broader geographical representation and allowed for more diversity
in responses than may have been achieved from a college or local sample alone (Behrend, 2011;
Chandler & Shapiro, 2016). The researcher employed the survey through the web based
Qualtrics software to provide the survey to participants in any location and at their convenience
(e.g., their own device and time). Recruitment was conducted in accordance with the Tailored
Design Method (Dillman et al., 2014).
Data collection for the digital survey began on November 12, 2020 for participants
recruited through personal and professional contacts. Following the Tailored Design Method
(Dillman et al., 2014), participants were able to access the title of the study through posts and
emails distributed by their organizations and followed a unique access link that led them to the
Qualtrics survey. Upon clicking the link, participants were provided with (a) the informed
consent, (b) assessment instruments (i.e., ATSPPH, BRS, POPS, SBQ-R, and PANSI), and (c)
the general demographic form including questions pertaining to both personal demographic
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information and military affiliation characteristics. Regarding compensation, for every
completed survey by participants who were recruited through personal and professional contacts,
the researcher donated $2 to the National Military Family Association to both minimize personal
data collected to ensure participants’ anonymity and to provide support for services provided to
military families. Data collection closed on February 19, 2021, allowing for a three-month period
for potential participants to participate in this research study. The data collection window was
open for three months at the recommendation of the researcher’s faculty supervisors to ensure
adequate time for personal and professional contacts to share information with their members
and to give participants ample time to complete the survey in light of both the holiday season and
climate considerations pertaining to the COVID-19 pandemic and political changes occurring
within the timeframe.
Data collection for participants recruited through the M-Turk platform was conducted
through three runs over five days from January 28, 2021 to February 1, 2021. Data was collected
in three runs to provide potential participants with multiple opportunities to respond to the
announcement for the study and to verify the quality of data collected. The collection window
began toward the end of personal and professional recruitment efforts to ensure as many
participants as possible were recruited from sources beyond the web-based labor portal. While
web-based labor portals have shown to be quick, reliable, and effective approaches for collecting
data (Behrend, 2011), maximizing recruitment from additional sources enabled the researcher to
conduct comparisons to assure the quality of the M-Turk data collected.
M-Turk participants were provided with a unique survey access link that displayed the
same materials as non-M-Turk participants, including the (a) informed consent, (b) assessment
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instruments, and (c) brief demographic form. Additionally, the Qualtrics survey provided MTurk participants with a randomized code which had to be submitted to the M-Turk platform that
was used to verify appropriate completion of the survey prior to receiving any compensation.
Participants recruited through M-Turk received a direct compensation of $2. To minimize the
potential for inaccurate or falsified data, M-Turk users were only able to see the study
announcement if they had an approval rating of 95% or better (e.g., had provided quality data to
95% or more of their previous studies) and were located in the United States. Further,
compensation was provided only to participants who (a) completed all survey items consistently,
(b) provided correct and unique Qualtrics codes, (c) took adequate time to respond to the survey
based on average completion time, (d) correctly answered attention check questions, and (e) had
correct and unique IP addresses. These criteria were approved by the University of Central
Florida’s Institutional Review Board. As is customary with the M-Turk platform, participants
were provided with this list of qualifications in the survey directions provided with the unique
survey link and through the informed consent prior to beginning participation and had to agree to
the terms to begin the survey. Through inclusion of both potential participants through both
personal and professional contacts as well as M-Turk, the researcher utilized rigorous data
collection methods to achieve a diverse sample.

Initial Descriptive Statistics and Data Results
Before beginning the primary data analyses, the researcher explored the properties of the
data through examination of descriptive statistics. Descriptive statistics include techniques used
to organize and summarize data characteristics (Gall et al., 2007). For this study, these
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approaches included examination of response rates, participant demographic and military
affiliation information, and psychometric properties. The following sections detail each of these
processes.

Response Rates
Prior to commencing data collection, it was essential for the researcher to determine an
appropriate sample size for analysis (Gall et al., 2007). Further, to continue with the primary data
analysis method of SEM to assess the research hypothesis, it was essential to maximize the
sample to ensure model fit, power, and reliable parameter estimates (Schumaker & Lomax,
2016). In light of these considerations, the researcher conducted an a priori power analysis to
determine the appropriate sample size needed for this study, including five latent variables and
twelve observed or manifest variables at the probability level of p < 0.05. Based on these
parameters, a minimum sample size of 376 was required to achieve a small effect size of 0.2 and
a high statistical power of 0.8 (Soper, 2018). To achieve this minimum sample size (N = 376),
the researcher used the Tailored Design Method (Dillman et al., 2014) to recruit participants and
collect data through a web-based survey including potential participants from (a) personal and
professional contacts) and (b) the M-Turk web-based labor portal. Data collection began on
November 12, 2020 and closed on February 19, 2021 for non-M-Turk participants; for M-Turk
participants, data collection occurred between January 28, 2021 and February 1, 2021. The
following sections describe response rates from these two data collection methods.
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Data Collection through Personal and Professional Contacts
Regarding data collection conducted through personal and professional contacts, the
researcher provided the data packet online through the unique access link provided by Qualtrics.
After corresponding with thirty-four military-focused contacts, the researcher shared the link
with six national military organizations, three university groups, and seven military-focused
social media groups who had relationships with military members, veterans, and their families
and agreed to participate in the study. Groups shared the recruitment information with their
members through listserv emails and social media posts. Individuals of these organizations
reported additionally sharing the study information with personal connections. Based on the
diverse methods of sharing the study information, it is difficult to ascertain an exact response
rate, however, based on the publicly available membership information, approximately three
million individuals who were members of these groups would have been able to see the posts.
Despite this large potential participant pool, it is important to note that many of these groups
were broad in scope compared to the survey population. For instance, members of the National
Military Family Organization may be any family members of a military member or veteran, and
the study only sought to evaluate factors relating to adults of military families, limiting the range
of potential respondents from the group. Further, individuals may have overlapped between
groups with multiple group memberships possible or may not have seen the information based on
their level of activity within their given groups. Additionally, the sensitive nature of the topic and
the difficulty reaching the target population may have further influenced participants’
willingness to participate in the study even when they were eligible. Ultimately, 176 responses
were recorded through personal and professional contacts. Of these responses, some participants
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(n = 63) did not accept the conditions of the study, did not meet eligibility criteria, or did not
complete the study. As a result, online recruitment through personal and professional contacts
yielded 113 complete and usable responses.

Data Collection through Amazon Mechanical Turk (M-Turk)
Data collection using the M-Turk labor portal involved the researcher providing a unique
access link and survey directions to M-Turk workers. Recent reports have indicated that there are
at least 250,000 M-Turk workers. However, for this study, additional criteria for participation
were necessary, including being a member from the United States and having an acceptance rate
of at least 98%. The additional requirements were used to better ensure the quality and accuracy
of data received. As a researcher, to recruit for the study, it was required to specify the desired
number of participants and pre-pay compensation for up to that number of participants. For this
study, the researcher prepaid for up to 400 participants. It is unknown how many M-Turk
workers had access to the survey, however, once the survey was taken by 400 workers, the
announcement was removed. After receiving 400 responses, the researcher reviewed the data to
determine how many usable responses were received. From the first run, the researcher accepted
only 72 responses from 400 responses (18.0%). Responses were rejected and workers did not
receive compensation if they failed to accept the study conditions specified prior to beginning the
survey. Specific conditions included that participants (a) completed all survey items consistently,
(b) provided correct and unique Qualtrics codes, (c) took adequate time to respond to the survey
based on average completion time, (d) correctly answered attention check questions, and (e) had
correct and unique IP addresses to avoid repeat participation. The second run of the survey
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resulted in an additional 121 usable responses from 328 received responses (36.9%), and the
third and final run resulted in 133 usable responses from 207 received responses (63.3%). The
same criteria for acceptance of responses were used for each of the three collection runs, and
collectively, 326 usable M-Turk responses were obtained from 935 total responses received
(34.9%).

Total Usable Response Rate
The researcher distributed the study information through 16 military-affiliated groups and
organizations for a total of 176 responses, including 113 usable responses and provided the study
information through the M-Turk platform for an additional total of 935 responses, including 326
accepted responses. In combination, the researcher acquired 1,111 responses from each data
recruitment source. However, through data screening, the researcher excluded a large number of
responses that did not meet study criteria (n = 785), resulting in 439 complete and usable
responses (39.5% of total responses). Data was not used when participants’ responses were
incomplete, contradictory, or completed well below the average response time or when
participants incorrectly answered attention check questions or did not endorse necessary
eligibility criteria (i.e., 18 years of age with at least one military caregiver). Most of the unusable
data stemmed from participants recruited through M-Turk (90.6% of unused data).
Table 1
Sample and Response Rates
Participants
Invited

Participant
Responses (N)

Data Source
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Useable
Responses (n)

Useable
Response Rate

Non-M-Turk
M-Turk
Total

3,000,000

176

113

64.20%

935

935

326

34.86%

3,000,935

1,111

439

39.51%

Participant Demographic Information
Data collection efforts yielded a final sample size of 439. Regarding personal
demographic information of participants, about half of the respondents identified as woman,
female, or feminine (n = 220; 50.1%), closely followed by man, male, or masculine (n = 216;
49.2%), then transgender man, male, or masculine (n = 1, 0.2%). Two participants (0.5%
preferred not to respond. Participants’ ages ranged from 18 (n = 3; 0.7%) to 85 (n = 1; 0.2%)
years with an average age of 35 (SD = 11.754). For racial and ethnic identity, the majority of
participants identified as Caucasian/White (n = 274; 62.4%). Other participants identified as
Black or African American (n = 54; 12.3%), Hispanic/Latino/a/x or Spanish Origin (n = 36;
8.2%), Multi-racial (n = 30; 6.8%), Asian (n = 29; 6.6%), American Indian or Alaskan Native (n
= 4; 0.9%), Middle Eastern or North African (n = 2; 0.5%), and Native Hawaiian or Pacific
Islander (n = 2; 0.5%). A small number of participants indicated that they preferred not to
respond (n = 8; 1.8%). Finally, in consideration of religious or non-religious identities,
participants mostly reported as Christian or Protestant (n = 155; 35.3%), followed by Catholic (n
= 87; 19.8%), Agnostic (n = 60; 13.7%), Atheist (n = 45; 10.3%), Spiritual but not Religious (n =
33; 7.5%), Hindu (n = 28; 6.4%), Buddhist (n = 3; 0.7%), Mormon/LDS (n = 3; 0.7%), Muslim
(n = 3; 0.7%), and Jewish (n = 2; 0.5%). Participants additionally identified as other religious or
non-religious identities that were not listed (n = 4; 0.9%) or preferred not to respond (n = 16;
3.6%).
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Participants further reported relationship variables, including their sexual or affectional
orientation and current relationship status. Participants reported their sexual or affectional
orientations as predominately heterosexual or straight (n = 352; 80.2%), followed by bisexual (n
= 57; 13.0%), gay or lesbian (n = 18; 4.1%), asexual (n = 3; 0.7%), queer (n = 2; 0.5%), and
pansexual (n = 2; 0.5%). Five participants (1.1%) preferred not to respond. Regarding
relationship status, participants reported their relationship status with most participants endorsing
that they were married or in a civil union and living together (n = 166; 37.8%) and other
participants indicating they were single (n = 91; 20.7%), in a romantic relationship and living
apart (n = 46; 10.5%), in a romantic relationship and living together (n = 41; 9.3%), married or in
a civil union and living apart (n = 29; 6.6%), divorced (n = 16; 3.6%), in a domestic relationship
and living together (n = 11; 2.5%), in a domestic relationship and living apart (n = 5; 1.1%),
widowed (n = 3; 0.7%), and separated (n = 2; 0.5%). Remaining participants indicated multiple
relationship statuses (n = 25; 5.7%), such as being both divorced and single, or preferred not to
respond (n = 4; 0.9%).
Table 2
Participants’ Personal Demographic Data
Characteristic

n

Total %

Woman, Female, Feminine

220

50.1

Man, Male, Masculine

216

49.2

Transgender Man, Male, Masculine

1

0.2

Prefer Not to Respond

2

0.5

Gender Identity

Age
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Characteristic

n

Total %

18

3

0.7

19

2

0.5

20

8

1.8

21

2

0.5

22

15

3.4

23

11

2.5

24

26

5.9

25

16

3.6

26

20

4.6

27

16

3.6

28

24

5.5

29

12

2.7

30

29

6.6

31

15

3.4

32

27

6.2

33

18

4.1

34

16

3.6

35

17

3.9

36

11

2.5

37

9

2.1

38

12

2.7

39

9

2.1

40

10

2.3

41

12

2.7
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Characteristic

n

Total %

42

5

1.1

43

6

1.4

44

7

1.6

45

3

0.7

46

5

1.1

47

5

1.1

48

5

1.1

49

3

0.7

50

3

0.7

51

6

1.4

52

4

0.9

53

2

0.5

54

3

0.7

55

2

0.5

56

3

0.7

57

6

1.4

58

2

0.5

59

2

0.5

60

4

0.9

61

2

0.5

62

3

0.7

63

1

0.2

64

3

0.7

65

3

0.7
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Characteristic

n

Total %

66

2

0.5

67

2

0.5

68

1

0.2

69

1

0.2

70

1

0.2

73

2

0.5

85

1

0.2

Caucasian/White

274

62.4

Black or African American

54

12.3

Hispanic/Latino/a/x or Spanish Origin

36

8.2

Multi-Racial or Multi-Ethnic

30

6.8

Asian

29

6.6

American Indian or Alaskan Native

4

0.9

Middle Eastern or North African

2

0.5

Native Hawaiian or Pacific Islander

2

0.5

Prefer Not to Respond

8

1.8

Christian or Protestant

155

35.3

Catholic

87

19.8

Agnostic

60

13.7

Atheist

45

10.3

Spiritual but Not Religious

33

7.5

Hindu

28

6.4

Race/Ethnicity

Religious/Non-Religious Identities
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Characteristic

n

Total %

Buddhist

3

0.7

Mormon/LDS

3

0.7

Muslim

3

0.7

Jewish

2

0.5

Other Non-Religious Background

3

0.7

Other Religious Background

1

0.2

Prefer Not to Respond

16

3.6

Heterosexual or Straight

352

80.2

Bisexual

57

13.0

Gay or Lesbian

18

4.1

Asexual

3

0.7

Queer

2

0.5

Pansexual

2

0.5

Prefer Not to Respond

5

1.1

Married or in a Civil Union and Living Together

166

37.8

Married or in a Civil Union and Living Apart

29

6.6

In a Romantic Relationship and Living Together

41

9.3

In a Romantic Relationship and Living Apart

46

10.5

In a Domestic Relationship and Living Together

11

2.5

In a Domestic Relationship and Living Apart

5

1.1

Single

91

20.7

Divorced

16

3.6

Sexual/Affectional Orientation

Relationship Status
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Characteristic

n

Total %

Separated

2

0.5

Widowed

3

0.7

Multiple Relationship Statuses

25

5.7

Prefer Not to Respond

4

0.9

Note. N = 439 (Percentages may not total 100 due to rounding or missing values)
In consideration of military affiliation characteristics, participants were first presented
with questions pertaining to their personal affiliation with the military. Participants
predominantly endorsed that they were not personally affiliated with the U.S. Military (n = 266;
60.6%) while the remainder indicated personal affiliation to the Military (n = 173; 39.4%). Of
the 173 participants reporting military affiliation, participants were mostly active duty members
(n = 62; 35.8%), veterans (n = 48; 27.7%), reserve members (n = 26; 15.0%), retired veterans (n
= 26; 15.0%), or were discharged from service (n = 11; 6.4%). Participants’ personal branch
affiliation was reported as Army (n = 100; 57.8%), Navy (n = 28; 16.1%), Air Force (n = 22;
12.7%), Marine Corps (n = 13; 7.5%), National Guard (n = 6; 3.4%), Coast Guard (n = 3; 1.7%),
and Space Force (n = 1; 0.5%). Military affiliated participants further reported their rank as
enlisted members (n = 100; 57.8%), commissioned officers (n = 60; 34.6%), and warrant officers
(n = 12; 6.9%)
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Table 3
Participants’ Personal Military Affiliation Data
Characteristic (N)

n

Total %

Personally Affiliated with the U.S. Military

173

39.4

Not Personally Affiliated with the U.S. Military

266

60.6

Active Duty Member

62

35.8

Reserve Member

26

15.0

Veteran

48

27.7

Retired Veteran

26

15.0

Discharged

11

6.4

Army

100

57.8

Navy

28

16.1

Air Force

22

12.7

Marine Corps

13

7.5

National Guard

6

3.4

Coast Guard

3

1.7

Space Force

1

0.5

Enlisted Member

100

57.8

Commissioned Officer

60

34.6

Warrant Officer

12

6.9

Personal Military Affiliation (N = 439)

Personal Military Status (N = 173)

Personal Military Branch Affiliation (N = 173)

Personal Military Ranking (N = 173)

Note. Percentages may not total 100 due to rounding or missing values
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Regarding military affiliation characteristics, participants were next asked questions
pertaining to the military affiliation of their romantic or relationship partners, if applicable.
Participants predominantly endorsed that their partners were not affiliated with the U.S. military
(n = 190; 43.3%) while 135 participants (30.7%) indicated that their partner was affiliated with
the military. Remaining participants indicated that they were not currently in a marital, domestic,
or romantic relationship (n = 114; 26.0%). Of the 135 participants reporting that their partner
was affiliated with the U.S. military, participants indicated that their partners were active duty
members (n = 57; 42.2%), veterans (n = 26; 19.2%), retired veterans (n = 25; 18.5%), reserve
members (n = 23; 17.0%), or were discharged from service (n = 4; 2.9%). Partners’ branch
affiliation was reported as Army (n = 79; 58.5%), Air Force (n = 22; 16.2%), Navy (n = 18;
13.3%), Marine Corps (n = 8; 5.9%), National Guard (n = 6; 4.4%), and Coast Guard (n = 1;
0.7%). Participants further reported that their military affiliated partners were ranked as enlisted
members (n = 63; 46.7%), commissioned officers (n = 60; 44.4%), and warrant officers (n = 11;
8.1%)
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Table 4
Participants’ Partners’ Military Affiliation Data
Characteristic (N)

n

Total %

Personally Affiliated with the U.S. Military

135

30.7

Not Personally Affiliated with the U.S. Military

190

43.3

Not Currently in a Marital, Domestic, or Romantic Relationship 114

26.0

Partner Military Affiliation (N = 439)

Partner Military Status (N = 135)
Active Duty Member

57

42.2

Reserve Member

23

17.0

Veteran

26

19.2

Retired Veteran

25

18.5

Discharged

4

2.9

Army

79

58.5

Navy

18

13.3

Air Force

22

16.2

Marine Corps

8

5.9

National Guard

6

4.4

Coast Guard

1

0.7

Enlisted Member

63

46.7

Commissioned Officer

60

44.4

Warrant Officer

11

8.1

Partner Military Branch Affiliation (N = 135)

Partner Military Ranking (N = 135)

Note. Percentages may not total 100 due to rounding or missing values
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To provide insight on the familial relationships between participants, their military
caregivers, and their second caregivers, participants reported the relationship they had with each
caregiver and the relationship between the caregivers. Firstly, regarding their military caregiver,
most participants reported that their military caregiver was their biological father (n = 322;
73.3%), followed by their biological mother (n = 49; 11.2%), step-father (n = 22; 5.0%), another
family member, such as a grandparent, aunt, uncle, cousin, or sibling (n = 31; 7.1%), their
adoptive father (n = 8; 1.8%), adoptive mother (n = 3; 0.7%), other adoptive relationship (n = 3;
0.7%), or identified their caregiver has having being a non-family member of another role, such
as a family friend, nanny, or another person (n = 1; 0.2%). Regarding their second caregiver,
participants primarily identified their caregiver as their biological mother (n = 320; 72.9%),
followed by another family member role (n = 32; 7.3%), their biological father (n = 27; 6.2%),
their step-mother (n = 8; 1.8%), their step-father (n = 7; 1.6%), their adoptive mother (n = 7;
1.6%), their adoptive father (n = 5; 1.1%), an adoptive parent of another role (n = 5; 1.1%), or a
non-family member of another role (n = 3; 0.7%). Thirdly, regarding the relationship between
their identified caregivers, participants reported that their caregivers were married or in a civil
union living together (n = 194; 44.2%), divorced (n = 56; 12.8%), in a romantic relationship and
living together (n = 46; 10.5%), married or in a civil union living apart (n = 40; 9.1%), had
multiple relationship statuses throughout the participant’s childhood (n = 38; 8.7%), had a
familial relationship, such as grandparent to parent (n = 15; 3.4%), were in a domestic
relationship and living together (n = 11; 2.5%), in a romantic relationship and living apart (n
=11; 2.5%), or were separated (n = 4; 0.9%). Twenty-five participants (5.7%) reported that they
did not have a second caregiver and did not indicate a relationship between caregivers.
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Table 5
Participants’ Caregiver Relationship Data
Characteristic

n

Total %

Biological Father

322

73.3

Biological Mother

49

11.2

Stepfather

22

5.0

Adoptive Father

8

1.8

Adoptive Mother

3

0.7

Other Adoptive Relationship

3

0.7

Other Familial Relationship

31

7.1

Other Non-Familial Relationship

1

0.2

Biological Father

27

6.2

Biological Mother

320

72.9

Stepfather

7

1.6

Stepmother

8

1.8

Adoptive Father

5

1.1

Adoptive Mother

7

1.6

Other Adoptive Relationship

5

1.1

Other Familial Relationship

32

7.3

Other Non-Familial Relationship

3

0.7

Did Not Have Second Caregiver

25

5.7

Married or in a Civil Union and Living Together

194

44.2

Married or in a Civil Union and Living Apart

40

9.1

Military Caregiver Relationship

Second Caregiver Relationship

Relationship Between Caregivers
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Characteristic

n

Total %

In a Romantic Relationship and Living Together

45

10.3

In a Romantic Relationship and Living Apart

11

2.5

In a Domestic Relationship and Living Together

11

2.5

Divorced

56

12.8

Separated

4

0.9

Other Familial Relationship

15

3.4

Multiple Relationship Statuses

38

8.7

Only Had One Caregiver

25

5.7

Note. N = 439 (Percentages may not total 100 due to rounding or missing values)
Additionally, pertaining to their caregivers, participants were asked to indicate if their
relationships with each caregiver had changed in quality since their childhood. Participants
provided this response to provide information regarding their framing of their responses
pertaining to the POPS instrument. Regarding their military caregivers, participants mostly
indicated that their relationship with their military caregiver had improved since childhood (n =
249; 56.7%) while others indicated their relationship was comparable to how it was in childhood
(n = 136; 31.0%) or the relationship had gotten worse since childhood (n = 54; 12.3%).
Answering the same prompt for their second caregivers, participants who responded about two
caregivers (N = 414) mostly indicated that their relationship with their second caregiver had
improved since childhood (n = 227; 54.8%) while others indicated their relationship was
comparable to how it was in childhood (n = 144; 34.8%) or the relationship had gotten worse
since childhood (n = 43; 10.4%).
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Table 6
Participants’ Relationships with Caregivers Data
Characteristic

n

Total %

Relationship has gotten worse since childhood

54

12.3

Relationship is the same or comparable to childhood

136

31.0

Relationship has improved or gotten better since childhood

249

56.7

Relationship has gotten worse since childhood

43

10.4

Relationship is the same or comparable to childhood

144

34.8

Relationship has improved or gotten better since childhood

227

54.8

Military Caregiver Relationship Change (N = 439)

Second Caregiver Relationship Change (N = 414)

Note. Percentages may not total 100 due to rounding or missing values
Regarding participants’ military affiliated caregivers, participants responded to prompt
pertaining to their caregivers’ military status, branch affiliation, ranking, years of military
affiliation during the participants’ childhood (up to age 18), and deployments. Pertaining to their
military caregiver’s status during their childhood, participants primarily indicated that their
caregivers were active duty members (n = 295; 67.2%), then reserves members (n = 60; 13.7%),
veterans (n = 56; 12.8%), retired veterans (n = 23; 5.2%), or discharged from service (n = 5;
1.1%). Participants were then asked their caregiver’s current military status and mostly reported
that, at the time of taking the survey, their caregivers were retired veterans (n = 203; 46.2%),
veterans (n = 124; 28.2%), active duty members (n = 51; 11.6%), reserves members (n = 41;
9.3%), or discharged from service (n = 20; 4.6%). Branch affiliation of caregivers was reported
as Army (n = 239; 54.4%), Air Force (n = 73; 16.6%), Navy (n = 70; 15.9%), Marine Corps (n =
37; 8.4 %), National Guard (n = 15; 3.4%), and Coast Guard (n = 5; 1.1%). Rankings of
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caregivers were identified as enlisted members (n = 227; 51.7%), commissioned officers (n =
183; 41.7%), and warrant officers (n = 29; 6.6%). Regarding total number of deployments of
their caregiver during the participants’ childhood, participants reported that their caregiver
experienced two (n = 76; 17.3%), one (n = 68; 15.5%), five or more (n = 63; 14.4%), three (n =
54; 12.3%), and four (n = 27; 6.2%) deployments. Additional participants reported that their
caregiver was not deployed or was a veteran through their childhood (n = 80; 18.2%) or that they
were unsure (n = 71; 16.2%). In addition to the total deployments experienced, participants who
experienced a caregiver deployment (N = 359) reported the types of deployments their caregiver
experienced. Participants indicating only one type of deployment (n = 131; 36.4%) reported that
they were for evacuations of U.S. citizens (n = 21; 5.8%), training (n = 25; 6.9%), combat/war (n
= 45; 12.5%), increased security (n = 15; 4.1%), restoration of peace/peacekeeping (n = 20;
5.6%), and other types of deployment (n = 5; 1.4%). Most participants indicated their caregiver
experienced multiple deployment types inclusive of two or more of those groups (n = 159;
44.3%) or were unsure (n = 69; 19.2%).
Regarding participants’ age during their caregiver’s years of service, participants
indicated their age when their caregiver joined the U.S. Military. Most participants indicated that
their caregivers joined the service before they were born (n = 308; 70.2%) with the rest
indicating their caregiver joined when they were age 2-3 (n = 40; 9.1%), age 6-11 (n = 26;
5.9%), age 3-5 (n = 19; 4.3%), from birth to age 1 (n = 16; 3.6%), age 12-14 (n = 7; 1.6%), and
age 15-17 (n = 2; 0.5%). An additional 21 participants (4.8%) were uncertain of their age when
their caregiver joined the military. Participants next indicated how many years of their childhood
(e.g., up to age 18) their caregiver was affiliated with the military. Most reported their caregiver
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was in the military for 17-20 years or from birth up to or after age 18 (n = 117; 26.7%), followed
by 5-8 years (n = 70; 15.9%), 1-4 years (n = 60; 13.7%), 9-12 years (n = 56; 12.8%), and 13-16
years (n = 47; 10.7%). Remaining participants indicated that their caregiver was a veteran
throughout their childhood (n = 58; 13.3%) or were unsure (n = 31; 7.1%).
Table 7
Participants’ Military Caregiver’s Military Affiliation Data
Characteristic (N)

n

Total %

Active Duty Member

295

67.2

Reserve Member

60

13.7

Veteran

56

12.8

Retired Veteran

23

5.2

Discharged

5

1.1

Active Duty Member

51

11.6

Reserve Member

41

9.3

Veteran

124

28.2

Retired Veteran

203

46.2

Discharged

20

4.6

Army

239

54.4

Navy

70

15.9

Air Force

73

16.6

Marine Corps

37

8.4

National Guard

15

3.4

Caregiver Military Status Childhood

Caregiver Military Status Current

Caregiver Military Branch Affiliation
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Characteristic (N)

n

Total %

5

1.1

Enlisted Member

226

51.5

Commissioned Officer

183

41.7

Warrant Officer

29

6.6

Joined Before My Birth

308

70.2

Birth to Age 1

16

3.6

Age 2-3

40

9.1

Age 3-5

19

4.3

Age 6-11

26

5.9

Age 12-14

7

1.6

Age 15-17

2

0.5

Unsure

21

4.8

1-4 Years

60

13.7

5-8 Years

70

15.9

9-12 Years

56

12.8

13-16 Years

47

10.7

17-20 Years (From Birth Up to or After Age 18)

117

26.7

Caregiver was a Veteran through my Childhood (up to Age 18)

58

13.3

Unsure

31

7.1

68

15.5

Coast Guard
Caregiver Military Ranking

Caregiver Joined (Participant Age)

Caregiver Years of Service During Participant Childhood

Caregiver Deployment Total During Participant Childhood
One
155

Characteristic (N)

n

Total %

Two

76

17.3

Three

54

12.3

Four

27

6.2

Five or More

63

14.4

Caregiver was a Veteran or Not Deployed through Childhood

80

18.2

Unsure

71

16.2

Evacuation of U.S. Citizens

21

5.8

Training

25

6.9

Combat/War

45

12.5

Increased Security

15

4.1

Restoration of Peace/Peacekeeping

20

5.6

Other

5

1.4

Multiple Types of Deployment

159

44.3

Unsure

69

19.2

Caregiver Deployment Types (N = 359)

Note. N = 439 unless indicated otherwise (Percentages may not total 100 due to rounding or
missing values)
Regarding participants’ second caregivers, participants were asked if their second
caregiver was also affiliated with the U.S. military. Participants primarily responded that their
second caregiver was not affiliated with the U.S. military (n = 339; 77.2%) while the remaining
participants indicated that their second caregiver was military affiliated (n = 100; 22.8%).
Participants reporting that their second caregiver was affiliated with the military responded to the
same prompts that were given related to their first military caregiver. Regarding their second
caregiver’s military status during their childhood, participants primarily indicated that their
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caregivers were active duty members (n = 58; 58.0%), followed by reserves members (n = 21;
21.0%), veterans (n = 11; 11.0%), retired veterans (n = 6; 6.0%), or discharged from service (n =
4; 4.0%). Participants were then asked their second caregiver’s current military status and mostly
reported that, at the time of taking the survey, their caregivers were active duty members (n = 34;
34.0%), veterans (n = 24; 24.0%), reserves members (n = 22; 22.0%), retired veterans (n = 19;
19.0%), or discharged from service (n = 1; 1.0%). Branch affiliation of second caregivers was
reported as Army (n = 64; 64.0%), Air Force (n = 18; 18.0%), Navy (n = 8; 8.0%), Marine Corps
(n = 5; 5.0%), Coast Guard (n = 3; 3.0%), National Guard (n = 1; 1.0%), and Space Force (n = 1,
1.0%). Rankings of second caregivers included commissioned officers (n = 47; 47.0%), enlisted
members (n = 44; 44.0%), and warrant officers (n = 9; 9.0%). Regarding total deployments of
their second caregiver during the participants’ childhood, participants reported that their
caregiver experienced one (n = 27; 27.0%), two (n = 20; 20.0%), three (n = 14; 14.0%), four (n =
8; 8.0%), and five or more (n = 6; 6.0%) deployments. Additional participants reported that their
second caregiver was not deployed or was a veteran through their childhood (n = 19; 19.0%) or
that they were unsure (n = 6; 6.0%). Beyond total deployments, participants who had a second
caregiver deployed in their childhood (N = 81) reported the types of deployments their second
caregiver experienced. The majority of participants indicated only one type of deployment (n =
51; 62.9%) and indicated that they were for evacuations of U.S. citizens (n = 18; 22.2%), training
(n = 15; 18.5%), combat/war (n = 9; 11.1%), increased security (n = 5; 6.2%), restoration of
peace/peacekeeping (n = 4; 4.9%). Remaining participants indicated multiple deployment types
inclusive of two or more of those groups (n = 28; 34.6%) or were unsure (n = 2; 2.5%).
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Regarding participants’ age during their second caregiver’s years of service, participants
indicated their age when their second caregiver joined the U.S. Military. Most participants
indicated that their caregivers joined the service before they were born (n = 33; 33.0%) with the
rest indicating their caregiver joined when they were age 2-3 (n = 20; 20.0%), age 6-11 (n = 15;
15.0%), from birth to age 1 (n = 10; 10.0%), age 3-5 (n = 9; 9.0%), age 12-14 (n = 6; 6.0%), and
age 15-17 (n = 2; 2.0%). An additional five participants (5.0%) were uncertain of their age when
their second caregiver joined the military. Participants then reported how many years of their
childhood (e.g., up to age 18) their second caregiver was affiliated with the military. Most
reported their second caregiver was in the military for 1-4 years (n = 30; 30.0%), followed by 5-8
years (n = 22; 22.0%), 9-12 years (n = 14; 14.0%), 17-20 years or from birth up to or after age 18
(n = 10; 10.0%), and 13-16 years (n = 9; 9.0%). Remaining participants indicated that their
second caregiver was a veteran throughout their childhood (n = 10; 10.0%) or were unsure (n =
5; 5.0%).
Table 8
Participants’ Second Caregiver’s Relationship and Military Affiliation Data
Characteristic (N)

n

Total %

Affiliated with the U.S. Military

100

22.8

Not Affiliated with the U.S. Military

339

77.2

Active Duty Member

58

58.0

Reserve Member

21

21.0

Veteran

11

11.0

Retired Veteran

6

6.0

Caregiver Military Affiliation (N = 439)

Caregiver Military Status Childhood (N = 100)
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Characteristic (N)

n

Total %

Discharged

4

4.0

Active Duty Member

34

34.0

Reserve Member

22

22.0

Veteran

24

24.0

Retired Veteran

19

19.0

Discharged

1

1.0

Army

64

64.0

Navy

8

8.0

Air Force

18

18.0

Marine Corps

5

5.0

National Guard

1

1.0

Coast Guard

3

3.0

Space Force

1

1.0

Enlisted Member

44

44.0

Commissioned Officer

47

47.0

Warrant Officer

9

9.0

Joined Before My Birth

33

33.0

Birth to Age 1

10

10.0

Age 2-3

20

20.0

Age 3-5

9

9.0

Caregiver Military Status Current (N = 100)

Caregiver Military Branch Affiliation (N = 100)

Caregiver Military Ranking (N = 100)

Caregiver Joined (Participant Age) (N = 100)

159

Characteristic (N)

n

Total %

Age 6-11

15

15.0

Age 12-14

6

6.0

Age 15-17

2

2.0

Unsure

5

5.0

1-4 Years

30

30.0

5-8 Years

22

22.0

9-12 Years

14

14.0

13-16 Years

9

9.0

17-20 Years (From Birth Up to or After Age 18)

10

10.0

Caregiver was a Veteran through my Childhood (up to Age 18)

10

10.0

Unsure

5

5.0

One

27

27.0

Two

20

20.0

Three

14

14.0

Four

8

8.0

Five or More

6

6.0

Caregiver was a Veteran or Not Deployed through Childhood

19

19.0

Unsure

6

6.0

Evacuation of U.S. Citizens

18

22.2

Training

15

18.5

Combat/War

9

11.1

Caregiver Years of Service During Participant Childhood (N = 100)

Caregiver Deployment Total During Participant Childhood (N = 100)

Caregiver Deployment Types (N = 81)
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Characteristic (N)

n

Total %

Increased Security

5

6.2

Restoration of Peace/Peacekeeping

4

4.9

Multiple Types of Deployment

28

34.6

Unsure

2

2.5

Note. Percentages may not total 100 due to rounding or missing values
Finally, participants were asked to report on their collective experiences based on their
caregivers’ military affiliation, including total years that they lived on a military base, total
number of relocations they experienced, and whether any of their relocations were international.
Participants that identified as having two military affiliated caregivers provided the information
based on total years between both caregivers. Regarding living on a military base, 251 (57.2%)
of participants reported that they lived on a base for some portion of their childhood (up to age
18) while 188 (42.8%) reported that they did not. Of the 251 participants that lived on a base
during their childhood, most reported that they lived on a base for 1-4 years (n = 84; 33.5%),
followed by 5-8 years (n = 60; 23.9%), 9-12 years (n = 39; 15.5%), 13-16 years (n = 27; 10.8%),
or 17-20 years or their entire childhood (n = 22; 8.8%). Some participants reported that they were
not sure and therefore did not provide a range of years (n = 19; 7.6%). For relocations or moves
for military reasons, most participants experienced at least one move (n = 305; 69.5%) and the
remainder reported no military-related moves during childhood (n = 134; 30.5%). Of the 305
participants indicating at least one military-related relocation, participants indicated the range of
their total number of moves as one (n = 48; 15.7%) to more than ten (n = 9; 3.0%) with twentyfour participants (7.9%) indicating that they were unsure. Additionally, of the participants that
experienced moves (n = 305), the majority indicated that all relocations were within the U.S. (n =
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182; 59.6%) while the remainder indicated experiencing one international move (n = 92; 30.2%)
or more than one international move (n = 31; 10.2%).
Table 9
Participants’ Collective Caregiver Experiences Data
Characteristic (N)

n

Total %

Lived on a Military Installation

251

57.2

Did Not Live on a Military Installation

188

42.8

1-4 Years

84

33.5

5-8 Years

60

23.9

9-12 Years

39

15.5

13-16 Years

27

10.8

17-20 Years (From Birth Up to or After Age 18)

22

8.8

Unsure

19

7.6

Experienced at Least One Relocation

305

69.5

Did Not Relocated for Military Purposes

134

30.5

1

48

15.7

2

49

16.1

3

49

16.1

4

43

14.1

5

27

8.9

6

19

6.2

Experienced Living on a Military Installation During Childhood

Total Years Living on Military Installation (N = 251)

Experienced Military-Related Relocations

Total Military-Related Relocations (N = 305)
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Characteristic (N)

n

Total %

7

16

5.2

8

13

4.3

9

5

1.6

10

3

0.9

More than 10

9

3.0

Unsure

24

7.9

Relocations Only Within U.S.

182

59.6

One International Relocation

92

30.2

More than One International Relocation

31

10.2

Experienced International Military-Related Relocations (N = 305)

Note. N = 439 unless indicated otherwise (Percentages may not total 100 due to rounding or
missing values)
Initial Instrument Psychometrics
While conducting the preliminary analyses pertaining to this study, the researcher
evaluated the psychometric properties of the data collection instruments’ scores. As each of the
scales were intended to measure a unique construct within the study, it was essential to conduct
these analyses to evaluate for any potential measurement error. Assessing the psychometric
properties of each instrument’s scores allows the researcher to avoid overestimating or
underestimating a variable, reducing the likelihood of incurring a Type II error (Osborne, 2013).
The researcher analyzed the reliability estimates of each of the measures (i.e., SBQ-R, POPS,
ATSPPH-SF, and BRS) and their subscale scores and assessed measures of central tendencies.
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Suicidality
For this study, the researcher defined suicidality as a broad term encompassing multiple
suicide-related behaviors, including suicide ideation or thoughts of taking one’s own life, suicide
attempts or actions intended to result in one’s own death, and suicide completions or actions
resulting in one’s own death by suicide (Meyer et al., 2010). Due to the need to include the
varying behaviors that may represent suicidality, two measures, the Suicide Behaviors
Questionnaire-Revised (SBQ-R; Osman et al., 2001) and the Positive and Negative Suicide
Ideation Inventory (PANSI; Osman et al., 1998) were employed in this study.
The SBQ-R included four items pertaining to (a) lifetime suicide ideation and attempts,
(b) frequency of recent suicide ideation, (c) threat of suicide attempts, and (d) future likelihood
of suicide attempts. The instrument yields a total score of 3-18 with higher scores indicating a
greater risk for suicide. A cutoff score of 7 is used to assess suicide risk in nonclinical samples,
such as the one included in this study. The researcher assessed the internal consistency reliability
of the data and found that Cronbach's α for the scale was 0.830, which indicated that the internal
consistency reliability of the scale with this dataset was good. Table 10 demonstrates the
measures of central tendencies for the SBQ-R, including the mean, standard deviation, range,
median, and mode scores. On average, the scores for this sample were below the cutoff score
indicating the majority of participants did not endorse clinically significant suicide risk.
Table 10
SBQ-R Measures of Central Tendencies and Reliability
Scale

M

SD

Range

Median

Mode

α

SBQ-R

6.01

3.31

14.00

5.00

3.00

0.83
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The PANSI is a 14-item scale that assesses the frequency of positive and negative
thoughts related to suicide (Osman et al., 1998). The two subscales of the instrument include (a)
Positive Ideation (6-items), positively worded items that indicate decreased suicide risk, and (b)
Negative Ideation (8-items), negatively worded items that correspond to increased suicide risk.
Each of the scales are scored separately, leading the researcher to assess the internal consistency
reliability for each scale individually. Looking at all of the scale items inclusive of Positive
Ideation and Negative Ideation, Cronbach's α was evaluated to be 0.822, which indicated good
internal consistency reliability. Cronbach's α for the Positive Ideation subscale was 0.973, which
indicated that the internal consistency of the scale with this dataset was excellent, and Cronbach's
α for the Negative Ideation subscale was 0.887, which indicated that the internal consistency
reliability of the scale with this dataset was very good. Table 11 demonstrates the measures of
central tendencies for the PANSI subscales. Overall, participants’ average scores pertaining to
the Positive Ideation scale (M = 22.43) were significantly higher than the Negative Ideation
subscale (M = 13.60), indicating that participants endorsed more frequent positive thoughts than
negative thoughts pertaining to suicide.
Table 11
PANSI Measures of Central Tendencies and Reliability
Scale

M

SD

Range

Median

Mode

α

Positive Ideation

22.43

5.32

24.00

23.00

25.00

0.97

Negative Ideation

13.60

8.44

31.00

8.00

8.00

0.89

Total Score

36.03

8.71

52.00

35.00

38.00

0.82
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Help-Seeking Attitudes
For this study, help-seeking attitudes were conceptualized as individuals’ beliefs and
views related to seeking support (Curtis, 2010). Help-seeking attitudes influence participants’
likelihood to engage in direct help-seeking behaviors. To measure help-seeking attitudes for
participants in this study, the researcher utilized the Attitudes Toward Seeking Professional
Psychological Help-Short Form (ATSPPH-SF; Fischer & Farina, 1995). The instrument includes
10 items that seek to evaluate participants’ attitudes through two subscales: (a) Positive Attitudes
or openness to seeking treatment and (b) Negative Attitudes or participants’ values related to
seeking treatment. Items pertaining to negative attitudes are reverse coded to yield a total
measure score from 0-30. Higher scores on this measure indicate more positive attitudes toward
seeking professional psychological help.
Based on the data collected for this study, the researcher evaluated internal consistency
for the total ATSPPH-SF scale as well as for the individual subscales of Positive Attitudes and
Negative Attitudes. The overall scale yielded Cronbach’s α of 0.823, indicating that the internal
consistency reliability of the total scale was good. The Positive Attitudes subscale yielded
Cronbach’s α of 0.810, indicating that the reliability of the subscale was good, and the Negative
Attitudes subscale yielded Cronbach’s α of 0.836, showing that the internal consistency
reliability of the subscale was good. Table 12 demonstrates the measures of central tendencies
for the ATSPPH-SF subscales and total scale. Overall scores indicated that participants, on
average, had moderate attitudes toward seeking psychological help.
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Table 12
ATSPPH Measures of Central Tendencies and Reliability
Scale

M

SD

Range

Median

Mode

α

Positive Attitudes

9.56

3.58

15.00

10.00

10.00

0.81

Negative Attitudes

8.30

4.04

15.00

8.00

10.00

0.84

Total Score

17.86

6.16

30.00

18.00

15.00

0.82

Resilience
Resilience is described as an individual’s capacity to recover and adapt to new or
stressful life events and to maintain or return to their normal level of functioning (Smith et al.,
2008). To measure resilience in this study, the researcher included the Brief Resilience Scale
(BRS; Smith et al., 2008). The scale includes six items, three of which (i.e., items 2, 4, and 6) are
negatively worded to reduce bias and were reverse coded by the researcher. Total scores are
determined for this scale by adding scores and averaging them for a range of 1-5. Scores below
3.00 indicate low resilience while scores above 4.30 are considered to show high resilience. The
researcher assessed the internal consistency reliability of the data for this study and found that
Cronbach's α for the scale was 0.862, which indicated that the internal consistency reliability of
the scale with this dataset was very good. Table 13 demonstrates the measures of central
tendencies for the BRS. On average, the average scores for this sample did not indicate low or
high levels of resilience.
Table 13
BRS Measures of Central Tendencies and Reliability
Scale

M

SD

Range

Median

Mode

α

BRS

3.42

0.88

4.00

3.50

4.00

0.86

167

Caregiver Relationships
Within the scope of this study, caregiver relationships represent the relationships that
individuals have with their primary caregivers (e.g., parents or guardians). These relationships
can include traditional parent-child relationships but extend to include any familial or nonfamilial relationships between individuals and the adults responsible for their care. The revised
Perceptions of Parents Scale (POPS; Robbins, 1994) was utilized by the researcher to evaluate
participants’ relationships with their caregivers. The full scale includes 42 items which consist of
21 matching items pertaining to the participant’s relationship with their mother and father
separately with respect to the dimensions of parental warmth, autonomy support, and
involvement. Negatively worded items are included and reverse-coded to avoid potential bias in
results, and higher overall scores indicate higher quality relationships with caregivers.
For the purposes of this study, the scale was adapted to ask participants to respond to the
prompts regarding their “Military Caregiver” and “Second Caregiver” to distinguish caregiver
roles based on military-affiliation and to broaden categories to be inclusive of caregivers that
may have a broader range of familial and non-familial relationships with the participant. While
the POPS is scored in regard to each caregiver separately, the researcher evaluated internal
consistency for the total POPS scale as well as for the individual scales for Military Caregiver
and Second Caregiver. The combined scales yielded Cronbach’s α of 0.949, indicating that the
internal consistency reliability was excellent. Looking specifically at the Military Caregiver, the
researcher evaluated Cronbach’s α of 0.946, indicating that the reliability of the scale was
excellent. Regarding the Second Caregiver, the scale yielded Cronbach’s α of 0.948, showing
that the internal consistency reliability of the subscale was excellent. Additional evaluations of
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internal consistency were conducted for the Military Caregiver subscales of warmth (α = 0.864),
autonomy support (α = 0.885), and involvement (α = 0.839) and for the Second Caregiver
subscales of warmth (α = 0.875), autonomy support (α = 0.870), and involvement (α = 0.879).
The subscale internal consistency estimates indicate good to very good reliability. Table 14
additionally displays the measures of central tendencies for the total POPS, each caregiver, and
each caregiver subscale. Overall, the average scores representing participants’ relationships with
their Military Caregiver (M = 71.09) and Second Caregiver (M = 79.92) indicate that participants
endorsed better relationships with their second caregiver than their military caregiver collectively
based on their ratings of autonomy support, involvement, and warmth.
Table 14
POPS Measures of Central Tendencies and Reliability
Scale

M

SD

Range

Median

Mode

α

Military Caregiver (MC)

71.09

18.94

84.00

71.00

69.00

0.95

MC Warmth

22.02

5.95

24.00

22.00

30.00

0.86

MC Autonomy Support

28.82

8.38

36.00

30.00

29.00

0.89

MC Involvement

20.25

5.89

24.00

20.00

17.00*

0.84

Second Caregiver (SC)

79.92

18.22

84.00

85.00

91.00

0.95

SC Warmth

23.98

5.72

24.00

26.00

30.00

0.88

SC Autonomy Support

32.27

7.81

36.00

33.00

36.00

0.87

SC Involvement

23.68

5.98

24.00

26.00

30.00

0.88

Total Score

146.46

35.49

176.00

146.00

129.00*

0.95

Note: *Multiple Modes exist. The smallest value is shown
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Data Screening and Statistical Assumptions for SEM
This research investigation explored the influence of levels of resilience, help-seeking
attitudes, and quality of caregiver relationships on the suicidality (i.e., suicide behavior risk and
suicide ideation) of individuals raised in military families. In the following sections, the
researcher will review the initial data procedures conducted to evaluate the suitability of the data
for SEM analysis and to test for the necessary assumptions. These procedures were intended to
determine evidence of validity for the subsequent results (Hair et al., 2018; Osborne, 2013).

Assumptions for SEM
In all quantitative research, it is essential to engage in data cleaning procedures and to test
for statistical assumptions required in the primary analyses (Osborne, 2013). To this end, the
researcher screened data to evaluate the following conditions: (a) appropriate sample size, (b)
missing data, (c) outliers, (d) measurement scale, (e) univariate and multivariate normality, (f)
multicollinearity, (g) linearity, and (h) homoscedasticity. Each of these conditions represent
potential concerns that must be examined due to their ability to impact SEM analysis
(Schumacker & Lomax, 2016). In the following sections, the researcher will address how each of
these conditions were examined and any adjustments made to the data to ensure suitability to
SEM procedures.

Sample Size
Regarding SEM analyses, there is no agreed upon best practice that has been uniformly
implemented to determine minimum sample size requirements (Raykov & Marcoulides, 2006).
However, a general rule of thumb for SEM explains that larger sample sizes increase statistical
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power and result in increased generalizability and population representation (Creswell, 2014).
Further, as SEM models become more complex, the sample size requirements increase to
achieve best model fit, adequate statistical power, and reliable parameter estimates (Hair et al.,
2018). As such, researchers are encouraged to consider the intended effect size and statistical
power for their analyses and the quantity and nature of their variables when establishing their
sample size, and it is posited that the sample size for SEM should be a minimum of 200
participants (Kline, 2011).
In consideration of the present study, the researcher conducted an a priori analysis to
determine the minimum sample size requirements. The researcher utilized a recommended
sample size calculator available from www.danielsoper.com to establish the necessary sample
size (Schumacker & Lomax, 2010). Based on the parameters of the study, including the use of
five latent variables, twelve observed or manifest variables, and a probability level of p < 0.05, it
was determined that a minimum sample size of 376 participants was needed to achieve a small
effect size of 0.2 and a high statistical power of 0.8 (Soper, 2018). With a final sample size of
439 participants, the researcher achieved the necessary minimum sample size to conduct an SEM
analysis of the data (Kline, 2011; Schumacker & Lomax, 2010).

Missing Data
Missing data is a ubiquitous concern when conducting data analyses (Gall et al., 2007;
Osborne, 2013). Missing data can be the result of participants’ failure to respond to questions
within a study, the result of software or technological failings, participant attrition, or data entry
errors (Osborne, 2013). Researchers responses to missing data and procedures used to manage
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the concern is determined by the significance of the missing information (Ullman, 2019).
Specifically, researchers must assess the observed data to determine when responses are missing
and evaluate if there is a pattern to the values. Researchers must determine how much data is
missing and why (Ullman, 2019). Many modern techniques are available for the management of
missing data, such as use of the expectation maximization (EM) algorithm when data is missing
at random.
For the purposes of this investigation, the researcher took a proactive approach to
managing concerns of attrition and missing data. In particular, the researcher, during the data
collection window, actively screened participants’ responses as they were received to determine
if there were missing values in relation to the constructs of interest. The researcher noted the
number of usable (e.g., complete) responses and continued data collection until sample sizes
were adequate. Further, stipulations for compensation of M-Turk participants included that data
must be complete, and the M-Turk platform requires researchers to screen their data and
determine approval within a week of receiving the data. As such, the researcher was active in
screening data for both sample subsets throughout data collection, and participants were only
included in the final sample when they had complete responses for all instrument items. Data that
was not complete was excluded from analysis in this investigation.

Outliers
Outliers occur in datasets when responses include unexpected or extreme values. In
particular, two forms of outliers are possible and can be considered as univariate outliers, or
variables that have an extreme value in a particular case, and multivariate outliers, cases
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involving a strange or unexpected combination of scores between multiple variables (Ullman,
2019). Outliers may be the result of a number of situations, including (a) data errors or
miscalculations, (b) sample error or response bias, (c) failure in standardization, (d) intentional
misrepresentation by participants, (e) errors in distribution assumptions, and (f) accurate and
legitimate data w. When outliers are included in datasets, they can have significant impacts on
the measures of central tendencies for a given measure and affect resulting correlations between
variables, resulting in the need to explain, delete, or accommodate outliers when present
(Ullman, 2019).
To account for potential outliers in the data, the researcher reviewed data and considered
applicable sources of potential error. Regarding concerns of data entry errors, the researcher
assessed for any values in the data that could have occurred through mistyping or errors in
coding or recoding data. To do this, the researcher reviewed the initial raw data and the
corresponding coding of responses to ensure the data matched and examined responses for any
responses that were out of range or could have been the result of a typo. In consideration of
potential sampling error, the researcher further evaluated data for any instances where
unexpected or inconsistent data was evident, such as participants reporting that they had only one
caregiver but later providing details about their second caregiver, such as military-affiliation data
or relationship characteristics. These cases were removed in initial data cleaning procedures. The
researcher also attempted to account for standardization failure through inclusion of multiple
data sources stemming from a broad range of geographical areas. Further, the researcher
considered the non-normality of the data in regard to distributional assumptions. In respect to
considerations that data may be non-normal due to large datasets and genuine variation in
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responses, the researcher evaluated any values that were outside of the expected range and
deemed outliers in scores to be legitimate values that should not be removed. For instance, while
higher scores on the SBQ-R were uncommon in the sample, their removal could result in lost
data pertaining to participants with genuine suicide behavior risk. To maintain the fidelity of the
study and consistency in the collected data, the researcher followed suggestions to retain outliers
that were deemed legitimate data (Osborne, 2013).

Measurement Scale
Researchers must determine the best statistical analyses based on the types of variables
included in the data and the ways in which the variables are measured or scaled, and the varied
types of variable measurement must be considered and accounted for when computing statistics
(Schumacker & Lomax, 2016). Levels of measurement can include nominal, ordinal, ratio, or
interval variables, each of which are measured differently and can require specific procedures of
analysis (Gall et al., 2007). Nominal variables represent data that is categorized into mutually
exclusive groups where individuals should theoretically only belong to one group, such as
Military-affiliated or not Military-affiliated. Ordinal variables represent another type of mutually
exclusive category based on ordered or ranked data. An example of an ordinal variable would be
one in which potential responses are ranked from disagree, partly disagree, partly agree, and
agree, as is the case with the ATSPPH-SF. A ratio variable is one which implies equal intervals
that includes a true zero point, such as participant’s age. Finally, interval variables similarly
imply equal intervals but do not include an absolute zero. For instance, atmospheric temperature
would be considered an interval variable because it can be a negative number below zero.
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To determine the nature of the variables in this research investigation, the researcher
reviewed the measurement scale of each variable. Collectively, the study included 114 variables
including 76 total items from each scale (i.e., ATSPPH-SF, BRS, POPS, SBQ-R, PANSI) and 38
items from the demographic form that provided information pertaining to the personal and
military-affiliation characteristics of participants. Each of the items stemming from the data
instruments (n = 76) were ordinal variables including responses ranked on Likert-type scales, and
most of the demographic items (n = 37) were nominal variables based on their categorical and
mutually exclusive nature. One demographic variable (i.e., participant’s age) was deemed to be a
ratio variable due to equal intervals and the presence of an absolute zero (see Table 15).
Table 15
Variable Measurement Scales
Measurement Scales

n

Total %

Nominal Variables

37

32.46

Ordinal Variables

76

66.67

Ratio Variables

1

0.87

114

100.00

Total
Note. Percentages may not total 100 due to rounding or missing values

Univariate and Multivariate Normality
Multivariate statistical procedures and inferential statistical analyses, such as SEM
analyses, require data to meet the assumption of univariate and multivariate normality to achieve
valid results (Hair et al., 2018; Ullman, 2019). To assess normality of data, two primary
indicators are the assessed skewness (e.g., symmetry of data distribution) and kurtosis (e.g.,
shape or height of the data distribution). To evaluate univariate normality within the data, the
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researcher generated and visually inspected Q-Q plots and histograms for each of the subscales
included in the study (see Figures 14-37). When Q-Q plots indicate normality, the plot appears as
a reasonably straight line, and histograms imply normality when the data distribution resembles a
bell-shaped curve (Pallant, 2016).

Figure 14: Normal Q-Q- Plot of SBQ-R
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Figure 15: Histogram of SBQ-R with Normal Curve

Figure 16: Normal Q-Q- Plot of PANSI - Negative Ideation
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Figure 17: Histogram of PANSI - Negative Ideation with Normal Curve

Figure 18: Normal Q-Q- Plot of PANSI - Positive Ideation
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Figure 19: Histogram of PANSI - Positive Ideation with Normal Curve

Figure 20: Normal Q-Q- Plot of BRS
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Figure 21: Histogram of BRS with Normal Curve

Figure 22: Normal Q-Q- Plot of ATSPPH-SF - Negative Attitudes
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Figure 23: Histogram of ATSPPH-SF - Negative Attitudes with Normal Curve

Figure 24: Normal Q-Q- Plot of ATSPPH-SF - Positive Attitudes
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Figure 25: Histogram of ATSPPH-SF - Positive Attitudes with Normal Curve

Figure 26: Normal Q-Q- Plot of POPS - Military Caregiver Warmth
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Figure 27: Histogram of POPS - Military Caregiver Warmth with Normal Curve

Figure 28: Normal Q-Q- Plot of POPS - Military Caregiver Autonomy Support
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Figure 29: Histogram of POPS - Military Caregiver Autonomy Support with Normal Curve

Figure 30: Normal Q-Q- Plot of POPS - Military Caregiver Involvement
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Figure 31: Histogram of POPS - Military Caregiver Involvement with Normal Curve

Figure 32: Normal Q-Q- Plot of POPS - Second Caregiver Warmth
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Figure 33: Histogram of POPS - Second Caregiver Warmth with Normal Curve

Figure 34: Normal Q-Q- Plot of POPS - Second Caregiver Autonomy
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Figure 35: Histogram of POPS - Second Caregiver Autonomy Support with Normal Curve

Figure 36: Normal Q-Q- Plot of POPS - Second Caregiver Involvement
187

Figure 37: Histogram of POPS - Second Caregiver Involvement with Normal Curve
Based on the visual inspection of the Q-Q plots and histograms for each instrument, the
researcher determined non-normality based on observations that scale distributions were often
positively or negatively skewed or were platykurtic or leptokurtic. Beyond completing visual
inspections, the researcher assessed for normality through two inferential procedures, including
the Kolmogorov-Smirnov and Shapiro Wilk tests. Each of these tests are designed to explore
whether variables adhere to a normal distribution type or whether there are significant deviations
evident (Osborne, 2013). Each of these tests should yield non-significant statistics to meet the
assumption of normality. Table 16 displays the statistics yielded from the tests, which were
significant and therefore violated normality as anticipated from the visual inspections.
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Table 16
Tests of Univariate Normality
Measurement Subscales

Kolmogorov-Smirnov

Shapiro-Wilk

Statistic

Df

Sig.

Statistic

df

Sig.

SBQ-R

0.189

439

0.000

0.846

439

0.000

PANSI - Negative Ideation

0.284

439

0.000

0.709

439

0.000

PANSI - Positive Ideation

0.099

439

0.000

0.952

439

0.000

BRS

0.081

439

0.000

0.981

439

0.000

ATSPPH-SF - Negative

0.080

439

0.000

0.936

439

0.000

ATSPPH-SF - Positive

0.108

439

0.000

0.951

439

0.000

POPS - Militarya

0.090

439

0.000

0.950

439

0.000

POPS - Militaryb

0.069

439

0.000

0.979

439

0.000

POPS - Militaryc

0.082

439

0.000

0.971

439

0.000

POPS - Seconda

0.146

414

0.000

0.893

414

0.000

POPS - Secondb

0.084

414

0.000

0.944

414

0.000

POPS - Secondc

0.165

414

0.000

0.889

414

0.000

Note. aCaregiver Warmth Scale, bCaregiver Autonomy Support Scale, cCaregiver Involvement
Scale
Based on the non-normal distribution of the scales included in this research investigation,
the researcher followed recommendations of performing transformations to reduce the influence
of non-normality (Mvududu & Sink, 2013; Ullman, 2019). Particular recommendations that were
followed included conducting logarithmic, square root, and inverse transformations, which are
intended to be used to transform non-normal data (Ullman, 2019). The researcher reevaluated the
data using histograms, Q-Q plots, and Kolmogorov-Smirnov and Shapiro Wilk test statistics.
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These inspections verified the non-normality of the data but did not improve the skewness and
kurtosis of the scale data. As a result, the researcher retained the initial, non-transformed variable
data (Osborne, 2013). Further, since multivariate normality necessitates univariate normality, the
researcher determined the data did not imply multivariate normality. The researcher noted the
impact of non-normality of data distribution in the interpretation of results.

Homoscedasticity
The assumption of homoscedasticity is violated when data is heteroscedastic, meaning
that the data is influenced by either the non-normality of one or more variables within the dataset
or that one variable is related to a transformation of another variable (Ullman, 2019). Due to the
non-normality of the data as demonstrated by visual inspections of the Q-Q plots and histograms
and Kolmogorov-Smirnov and Shapiro Wilk tests, the researcher determined that the data
violated the assumption of homoscedasticity. Despite the presence of this concern, the researcher
did not manipulate data in response to the determination of heteroscedasticity as heteroscedastic
data is suggested to weaken the quality of the data and subsequent analyses rather than invalidate
findings (Ullman, 2019). The researcher noted the impact of heteroscedasticity on the research
findings pertaining to the primary analyses in the interpretation of the results.

Multicollinearity
Multicollinearity of data occurs when there is a high correlation between independent
variables of the study of r = 0.90 or higher (Hair et al., 2018). When multicollinearity occurs,
problems can be evident in the correlation matrix (Ullman, 2019). Despite that multicollinearity
is normally a condition addressed within independent variables of the study, it is recommended
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to assess for correlations between all variables when conducting SEM analyses since variables
may interchange (Kline, 2016). The researcher identified no correlations between variables at or
above ρ = 0.90 (see Table 17).
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Table 17
Correlations Between Variables
SBQR

P1

P2

BRS

A1

1

-.390**

.591**

-.385**

.078

P1

-.390**

1

-.412**

.534**

.171**

P2

.591**

-.412**

1

-.446**

.040

BRS

-.385**

.534**

-.446**

1

-.056

.092

.249**

.207**

.244**

A1

.078

.171**

.040

-.056

1

.307**

.067

.106*

A2

-.210**

.073

-.444**

.092

.307**

1

.167**

POP1

-.328**

.300**

-.358**

.249**

.067

.167**

POP2

-.254**

.293**

-.223**

.207**

.106*

POP3

-.307**

.238**

-.417**

.244**

POP4

-.367**

.376**

-.311**

POP5

-.270**

.307**

POP6

-.331**

.277**

SBQR

A2

POP1

POP2

POP3

POP4

POP5

POP6

-.210** -.328** -.254** -.307** -.367** -.270** -.331**
.073

.300**

.293**

.238**

.376**

.307**

.277**

-.444** -.358** -.223** -.417** -.311**

-.115*

-.318**

.265**

.149**

.196**

.017

.096*

.133**

.058

.114*

.254**

.151**

.006

.184**

1

.831**

.834**

.475**

.308**

.410**

.114*

.831**

1

.754**

.382**

.346**

.354**

.017

.254**

.834**

.754**

1

.412**

.260**

.414**

.265**

.096*

.151**

.475**

.382**

.412**

1

.819**

.819**

-.115**

.149**

.133**

.006

.308**

.346**

.260**

.819**

1

.762**

-.318**

.196**

.058

.184**

.410**

.354**

.414**

.819**

.762**

1

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05 level (2-tailed). P1 represents
the PANSI - Positive Ideation scale. P2 represents the PANSI - Negative Ideation scale. A1 represents the ATSPPH-SF Positive Attitudes scale. A2 represents the ATSPPH-SF - Negative Attitudes scale. POP1 represents the POPS - Military
Caregiver Warmth scale. POP2 represents the POPS - Military Caregiver Autonomy Support scale. POP3 represents the POPS
- Military Caregiver Involvement scale. POP4 represents the POPS - Second Caregiver Warmth scale. POP5 represents the
POPS - Second Caregiver Autonomy Support scale. POP6 represents the POPS - Second Caregiver Involvement scale.
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To further explore the concern of multicollinearity, the researcher assessed the Tolerance
and Variance Inflation Factors (VIF) for each construct (see Table 18). Tolerance values below
0.10 and VIF values above 10 would imply that multicollinearity was evident in the data
(Pallant, 2010). Based on the findings, the tolerance and VIF values evident in the data were
within the acceptable ranges. In consideration of the correlations all being greater than r = 0.90,
tolerance values greater than 0.10, and VIF values below 10, the researcher determined that
multicollinearity was not present between variables of this study.
Table 18
Variable Tolerance and VIF Values
Variable

SBQ-R
Tolerance

VIF

PANSI - Negative Ideation

0.478

2.091

PANSI - Positive Ideation

0.615

1.626

BRS

0.678

1.475

ATSPPH-SF - Negative

0.579

1.727

ATSPPH-SF - Positive

0.696

1.437

POPS - Militarya

0.187

5.347

POPS - Militaryb

0.206

4.845

POPS - Militaryc

0.275

3.639

POPS - Seconda

0.144

6.945

POPS - Secondb

0.226

4.431

POPS - Secondc

0.250

4.005

Note. aCaregiver Warmth Scale, bCaregiver Autonomy Support Scale, cCaregiver Involvement
Scale
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Linearity
Linearity between variables occurs when a straight line can be drawn between two
variables, and the assumption of linearity is met when this occurs within the data (Ullman, 2019).
It is essential to screen for linearity between variables as a requirement of SEM because the
correlations utilized to examine multicollinearity do not account for non-linear relationships that
may exist between variables (Ullman, 2019). To evaluate for linearity between variables, the
researcher first reviewed bivariate scatterplots to determine when linear and non-linear
relationships were present between variables (Pallant, 2016). When oval-shaped scatterplots
were observed, the relationships were determined to be linear in nature. Following this initial
inspection, the researcher utilized ANOVA procedures to confirm the nature of non-linear
relationships, identifying the best fitting relationship for each construct (e.g., linear, cubic,
quadratic). Table 19 demonstrates the best curve fit relationships determined through these
procedures.
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Table 19
Linearity Between Variables

SBQ-R

Curve Fit

t

Sig.

PANSI - Positive Ideation

Linear

17.104

.000

PANSI - Negative Ideation

Linear

11.231

.000

BRS

Linear

18.055

.000

ATSPPH-SF - Positive

Quadratic

6.315

.000

ATSPPH-SF - Negative

Quadratic

14.422

.000

POPS - Militarya

Linear

17.584

.000

POPS - Militaryb

Quadratic

4.938

.000

POPS - Militaryc

Linear

17.175

.000

POPS - Seconda

Linear

15.418

.000

POPS - Secondb

Quadratic

2.863

.004

Linear

16.317

.000

POPS - Secondc
a

b

c

Note. Caregiver Warmth Scale, Caregiver Autonomy Support Scale, Caregiver Involvement
Scale
Primary Data Analysis
To assess the primary research hypothesis of this investigation, the research utilized
SEM, which was conducted through lavaan, a statistical package used to run SEM analyses
through the R software (Rosseel, 2012; R Foundation, 2020). In the process of conducting the
primary SEM analyses, the researcher utilized CFA and the five steps of SEM for counseling
research: (a) Model Specification, (b) Model Identification, (c) Model Estimation, (d) Model
Testing, and (e) Model Modification (Crockett, 2012). The intention of the multistage process of
SEM is to assess multivariate relationships to determine how observed data fits with a
hypothesized model of the relationships based on the literature (Crockett, 2012).
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Model Specification
The first step to conducting SEM involves model specification, which takes place prior to
beginning data analysis (Crockett, 2012; see Chapter 3). After thorough evaluation of the
literature pertaining to the constructs of interest for this study, the research established a
theoretical model of the expected relationship between suicidality, resilience, help-seeking
attitudes, and perceptions of caregiver relationships. The researcher employed path diagrams to
show the theorized model, including the expected relationships. The full structural model is
depicted in Figure 38.

Figure 38: Theorized Structural Model
Model Identification
Following the step of model specification, the researcher engaged in model identification.
Model identification is a necessary step of SEM to be able to achieve results that are able to be
estimated through SEM analyses (Crockett, 2012). Model identification must occur prior to
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estimating model parameters and the relationships that exist between variables (Schumacker &
Lomax, 2016). Further, the process of model identification allows the research to establish a
model that can produce a unique solution including unique estimates for each parameter and
necessitates that parameters are designated as free, fixed, or constrained (Crockett, 2012;
Schumacker & Lomax, 2016).
For this step, the researcher assessed the ability of the model to produce a unique solution
based on the suggested criteria for identifying a model, including having (a) two or more latent
variables, (b) latent variables with at least two indicators, (c) uncorrelated errors for each
indicator, and (d) indicators that corresponded to only one variable (Crockett, 2012; O’Brien
1994). The researcher utilized these criteria when conducting CFAs to identify the measurement
models and the structural model that would be effective and lead to a strong model fit. Further, to
ensure appropriate model identification for the hypothesized structural model, the researcher
needed to identify measurement models of the constructs first (Byrne, 2010).
After the researcher has identified the measurement models, the researcher then identifies
the structural model. The process of identifying the structural model is often very intricate and
can be both challenging and time-consuming (Crockett, 2012). The researcher considered the
inclusion of reference variables and Bollen’s (1989) recursive rule to improve identification of
the structural model. The recursive rule states that structural models are recursive when
parameters of the model represent relationships that are unidirectional and are not reciprocal
(Bollen, 1989). The researcher ensured that, in addition to the structural model meeting the
criteria for model identification, model factors correlated.
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Model Estimation
The third step of SEM analysis is model estimation. The most used application of SEM
involves covariance structural analysis. In this process, the researcher estimates model
parameters by minimizing distance functions between the sample and model-implied covariances
(Schumacker & Lomax, 2016). Researchers can choose from a variety of functions or estimates
in order to establish estimated parameter estimates. Of the available options, Browne’s
asymptotically distribution-free (ADF) method was considered due to the non-normality of the
data (Browne, 1984). However, the researcher did not utilize this approach due to ADF’s large
sample size expectations of 1,000 or more participants and sensitivity to complex models
(Brosseau-Liard et al.; Muthen & Kaplan, 1992). Rather, the researcher chose to employ
maximum likelihood (ML) estimations, which are the most commonly employed estimation
methods. While this approach is often better applied with normally distributed data, it is
suggested that ML parameter estimates can be retained when the researcher applies “robust”
corrections to the model test statistics and standard errors (Satorra & Bentler, 1994). Utilization
of this robust approach to ML parameter estimates allows application of the method to nonnormal data and small to medium samples, which is applicable to the present study. These
parameters were employed in respect to both measurement model and structural model
assessments.

Model Testing
Model testing in SEM includes evaluating the measurement models and the structural
model (Crockett, 2012). Prior to analyzing the structural model, the researcher needs to ensure
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that the measurement models are adequate, with observed variables that accurately measure the
constructs of the latent variables. To ensure the appropriateness of the structural model, the
researcher conducted CFAs for each of the measurement models of each of the instruments
(Schumacker & Lomax, 2016). Once best fit models were established for the measurement
models, the structural model could be tested.
To establish the overall fit of the models when conducting the CFAs and SEM analysis,
the researcher considered multiple indices to assess overall fit of model, which included the ChiSquare (χ2), Relative Chi-Square (χ2/df), Comparative Fit Index (CFI; Bentler, 1990), TuckerLewis Index (TLI; Tucker & Lewis, 1973), Root Mean Square Error of Approximation
(RMSEA; Steiger, 1990), and the Standardized Root Mean Square Residual (SRMR; Joreskög &
Sörbom, 1988). When evaluating models based on these fit indices, it is essential to consider the
values in respect to cutoff criteria and potential limitations for each statistic. In particular, nonstatistically significant Chi-Square values and Relative Chi-Square statistics of less than 3
represent adequate fit indices for SEM (Kline, 2011). However, it is important to note that
researchers are encouraged to provide additional fit indices when providing these values and
determining best-fit models due to the sensitivity of Chi-Square values to sample size (Byrne,
2010). To accommodate this concern, the researcher assessed all models for additional indices.
Regarding CFI and TLI values, criteria include that values greater .90 represent an acceptable
model fit, and values greater than .95 suggest a good model fit (Bollen, 1989). Considering
RMSEA and SRMR indices, researchers should consider values less than .05 as indicators of a
good approximate fit, values between .05 and .08 as acceptable, and values greater than .10 as
poor (Browne & Cudeck, 1993). Table 20 provides the descriptions and necessary values for
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each of these fit indices. Further, in model testing, the researcher evaluated factor loadings for
each measurement model and ensured that loadings were greater than 0.4 (Hair et al., 2010).
When model fit indices showed that models were inadequate, the researcher evaluated items for
these loadings and error variances and modified the scale for best fit with the data (Kline, 2011).
Table 20
Description of Model Evaluation Fit Indices
Fit Indices

Description

Cutoff Criterion

Chi-Square (χ2)

χ2 indices evaluate overall fit and
the discrepancy between the
sample and fitted covariance
matrices

Acceptable: χ2 is not significant

Relative Chi-Square
(χ2/df)

χ2/df values are equivalent to the
chi-square index divided by
degrees of freedom

≤ 2 or ≤ 3

Comparative Fit Index
(CFI)

The CFI represents the fit of a
target model compared to the fit
of an independent model

Acceptable: CFI > .90;
Good: CFI ≥ 0.95

Tucker-Lewis Index
(TLI)

TLI values are measures of
incremental fit of the model

Acceptable: TLI > .90;
Good: TLI ≥ 0.95

Root Mean Square Error
of Approximation
(RMSEA)

The RMSEA shows the
difference between the observed
and hypothesized covariance
matrices per degree of freedom

Acceptable: RMSEA = .05 - .08;
Good: RMSEA ≤ .05

Standardized Root Mean SRMR values are the average of
Square Residual
the standard residuals occurring
(SRMR)
between the observed and
hypothesized covariance matrices

Acceptable: SRMR = .05 - .08;
Good: SRMR ≤ .05

Model Testing - Measurement Models
In the following sections, the researcher reviews the theoretical models for each of the
instruments. The researcher utilizes CFAs to establish appropriateness of the models and
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explains and modifications made to the measurement models to improve model fit prior to
testing the hypothesized structural model. Researchers often must make modifications to their
measurement models prior to structural model testing to ensure that variables are being
appropriately measured by their indicators (Schumacker & Lomax, 2016). The researcher
modified measurement models by conducting CFAs of the theorized measurement models for
each instrument and assessing factor loadings, fit indices, residual values, modification indices,
and theory when models resulted in inadequate fit indices. In particular, the researcher used these
assessments to delete problematic items and to add error covariance between items to models
when appropriate. Item deletion is an appropriate step to improving model fit when items
indicate low correlations with their latent variables (i.e., factor loading), which implies that the
indicator does not fit with the variable being measured for the observed data (Jarvis et al., 2003).
Adding error covariance between items can be an appropriate method of improving model fit in
the event of imperfect measurement when items are theoretically related (Gefen et al., 2000).

CFA for the Suicide Behaviors Questionnaire – Revised.
The researcher utilized the Suicide Behaviors Questionnaire - Revised (SBQ-R; Osman et
al., 2001) to measure suicidal behavior risk. The scale includes four items that explore
individuals’ lifetime suicide ideation and attempts, frequency of recent suicide ideation, threat of
suicide attempts, and future likelihood of suicide attempts with higher scores indicating a
heightened risk of suicide. Initial internal consistency reliability estimates based on Cronbach's α
demonstrated good reliability of 0.830.
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The researcher conducted a CFA on the theorized SBQ-R measurement model containing
the four indicators. Results indicated factor loadings from 0.617 (indicator 3) to 0.837 (indicator
2) with an overall inadequate fit: χ2 = 13.086 (p < .001), χ2/df = 6.543, CFI = 0.979, TLI = 0.936,
RMSEA = 0.133, SRMR = 0.030. Since the items all had good factor loadings to the latent
variable, there were no items that were suggested to be removed from the model. Therefore, to
improve the model fit, the researcher re-specified the SBQ-R model indices and added error
covariance between items SBQR2 and SBQR4. After making this modification of the instrument,
the researcher re-ran the CFA to test the modified SBQ-R model and the model indicated
improvement across fit indices. The results of the updated model indicated a good model fit: χ2 =
1.188 (p = 0.276), χ2/df = 1.188, CFI = 1.000, TLI = 0.998, RMSEA = 0.024, SRMR = 0.008.
Table 21 provides the fit indices for the SBQ-R measurement models, and Figures 39
demonstrates the modified measurement model.
Table 21
Model Fit Indices of the SBQ-R
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
Measurement
Model

13.086

6.543

.000

.979

.936

.133

.030

Modified
Measurement
Model

1.188

1.188

.276

1.000

.998

.024

.008
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Figure 39: CFA: SBQ-R - Modified Measurement Model
CFA for the Positive and Negative Suicide Ideation Inventory
The researcher utilized the Positive and Negative Suicide Ideation Inventory (PANSI;
Osman et al., 1998) to measure suicide ideation. The scale includes six positive worded items in
the Positive Ideation subscale and eight negatively worded items in the Negative Ideation
subscale. The subscales are scored separately with higher scores for Positive Ideation indicative
of lower suicide ideation and higher scores on the Negative Ideation subscale suggesting high
suicide ideation. Initial internal consistency reliability estimates based on Cronbach's α
demonstrated good reliability of the overall scale, inclusive of both subscales, at 0.822 and
excellent reliability of the Positive Ideation subscale (α = .973) and very good reliability of the
Negative Ideation subscale (α = .887).
To explore the observed factor structure of the PANSI, the researcher conducted CFAs of
the overall scale, looking at how factors of both subscales related, and each subscale
independently. First, the overall model including both the Positive Ideation and Negative
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ideation subscales was assessed. In the model, the factor loadings varied from 0.675
(PANSIPOS8 to PANSIPOS) to 0.904 (PANSINEG11 to PANSINEG). CFA results showed an
inadequate model fit: χ2 = 241.663 (p < .001), χ2/df = 3.180, CFI = 0.958, TLI = 0.949, RMSEA
= 0.083, SRMR = 0.060. The covariance between the PANSI Positive Ideation and PANSI
Negative Ideation subscales was -0.498, which was expected since these two subscales assess
opposite constructs with positively worded and negatively worded items that are not reverse
coded. To improve the model fit, the error covariance between items PANSINEG4 and
PANSINEG7 and between PANSINEG4 and PANSINEG9 were added to the model. Following
the re-specification of the model, a CFA was run for the modified model, which indicated a fair
model fit: χ2 = 192.040 (p < .001), χ2/df = 2.595, CFI = 0.970, TLI = 0.963, RMSEA = 0.071,
SRMR = 0.058. Table 22 provides the fit indices for the PANSI measurement models, and
Figure 40 depicts the modified measurement model.
Table 22
Model Fit Indices of the PANSI
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
Measurement
Model

241.663

3.180

.000

.958

.949

.083

.060

Modified
Measurement
Model

192.040

2.595

.000

.970

.963

.071

.058
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Figure 40: CFA: PANSI - Modified Measurement Model
To further explore the factor structure of the PANSI, the researcher conducted CFAs on
the theorized measurement models of the PANSI Positive Ideation and PANSI Negative Ideation
subscales. Looking first at the PANSI Negative Ideation scale, containing eight indicators, the
factor loadings ranged from 0.808 (PANSINEG4) to 0.907 (PANSINEG10). Despite the strong
factor loadings of the subscale, a CFA revealed an overall inadequate model fit: χ2 = 100.381 (p
< .001), χ2/df = 5.001, CFI = 0.971, TLI = 0.959, RMSEA = 0.133, SRMR = 0.025. To improve
the model fit, the researcher evaluated error covariance between items to re-specify the model.
The model was modified to add error covariance between PANSINEG4 and PANSINEG7,
PANSINEG4 and PANSINEG9, and PANSINEG1 and PANSINEG10. A CFA of the modified
model showed overall adequate fit indices: χ2 = 44.149 (p < .001), χ2/df = 2.597, CFI = 0.990,
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TLI = 0.984, RMSEA = 0.071, SRMR = 0.017. Table 23 provides the fit indices for the PANSI
Negative Ideation measurement models, and Figure 41 depicts the modified measurement model.
Table 23
Model Fit Indices of the PANSI Negative Ideation
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
100.381
Measurement
Model

5.001

.000

.971

.959

.133

.025

Modified
Measurement
Model

2.597

.000

.990

.984

.071

.017

44.149

Figure 41: CFA: PANSI Negative Ideation - Modified Measurement Model
Finally, the researcher conducted a CFA on the theorized measurement model for the
PANSI Positive Ideation subscale, which contained six indicators. Results identified factor
loadings from 0.683 (PANSIPOS8) to 0.899 (PANSIPOS14) but an overall inadequate model fit:
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χ2 = 34.274 (p < .001), χ2/df = 3.808, CFI = 0.976, TLI = 0.960, RMSEA = 0.095, SRMR =
0.030. To improve the model fit, the researcher evaluated error covariance between items to
determine if these should be included in the measurement model. The researcher added error
covariance between PANSIPOS6 and PANSIPOS8 and between PANSIPOS6 and
PANSIPOS13. After adapting the model, a subsequent CFA indicated overall adequate fit
indices: χ2 = 12.770 (p = 0.078), χ2/df = 1.824, CFI = 0.994, TLI = 0.988, RMSEA = 0.051,
SRMR = 0.020. Table 24 gives the fit indices for the PANSI Positive Ideation measurement
models, and Figure 42 depicts the modified measurement model.
Table 24
Model Fit Indices of the PANSI - Positive Ideation
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
Measurement
Model

32.274

3.808

.000

.976

.960

.095

.030

Modified
Measurement
Model

12.770

1.1824

.078

.994

.988

.051

.020
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Figure 42: CFA: PANSI Positive Ideation - Modified Measurement Model
CFA for the Brief Resilience Scale
The researcher utilized the Brief Resilience Scale (BRS; Smith et al., 2008) to measure
levels of resilience. The scale includes six items, and average scores are used to indicate an
individual’s level of resilience, with higher scores showing higher resilience. An initial internal
consistency reliability estimate based on Cronbach's α demonstrated very good reliability of the
scale at 0.862.
The researcher conducted a CFA of the theorized BRS measurement model containing
six indicators. Results indicated factor loadings from 0.691 (BRS1) to 0.893 (BRS4) with an
overall inadequate model fit: χ2 = 85.053 (p < .001), χ2/df = 9.450, CFI = 0.936, TLI = 0.894,
RMSEA = 0.164, SRMR = 0.057. To improve the model fit, error covariance between items was
assessed and added to the hypothesized CFA model. Error covariance between BRS1 and BRS3,
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BRS3 and BRS5, and BRS5 and BRS1 were included in the re-specified model. Subsequent
CFA results of the modified model showed overall adequate fit indices: χ2 = 7.032 (p = 0.318),
χ2/df = 1.172, CFI = 0.999, TLI = 0.998, RMSEA = 0.023, SRMR = 0.011. Table 25 gives the fit
indices for the BRS measurement models, and Figure 43 depicts the modified measurement
model.
Table 25
Model Fit Indices of the BRS
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
Measurement
Model

85.053

9.450

.000

.936

.894

.164

.057

Modified
Measurement
Model

7.032

1.172

.318

.999

.998

.023

.011

Figure 43: CFA: BRS - Modified Measurement Model
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CFA for the Attitudes Toward Seeking Professional Psychological Help-Short Form
The researcher utilized the Attitudes Toward Seeking Professional Psychological HelpShort Form (ATSPPH-SF; Fischer & Farina, 1995) to assess help-seeking attitudes. The scale
includes ten items evaluating help-seeking attitudes through the subscales of Positive Attitudes,
or openness to seeking treatment and Negative Attitudes or values related to seeking treatment.
Negative Attitudes items are negatively worded and reverse coded. Higher total scores between
both subscales indicate more positive attitudes toward seeking psychological support. Cronbach's
α demonstrated good internal consistency reliability for the overall scale (α = .823), the Positive
Attitudes subscale (α = 810), and the Negative Ideation subscale (α = .836).
To evaluate the measurement model of the ATSPPH-SF, the researcher examined the
theorized ATSPPH measurement model, inclusive of the Positive Attitudes and Negative
Attitudes subscales, and the measurement models of each subscale. Looking at the overall scale
first, the researcher conducted a CFA, which showed factor loadings from 0.526 (ATSPPH4 to
ATSPPHNEG) to 0.863 (ATSPPH9 to ATSPPHPOS). Overall, the CFA indicated that the model
had a fair fit: χ2/df = 2.519 (p < .001); CFI = .955; TLI = .940; RMSEA = .070; SRMR = .053.
To improve the model fit, the researcher reviewed modification indices and included the error
covariance between items ATSPPH3 and ATSPPH2 in the model. The modified model was
reevaluated with a subsequent CFA, which showed slight improvement to the model fit: χ2/df =
2.190 (p < .001); CFI = .966; TLI = .953; RMSEA = .062; SRMR = .050. Table 26 gives the fit
indices for the ATSPPH-SF measurement models, and Figure 44 depicts the modified
measurement model.
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Table 26
Model Fit Indices of the ATSPPH-SF
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
Measurement
Model

85.657

2.519

.000

.955

.940

.070

.053

Modified
Measurement
Model

74.460

2.190

.000

.966

.953

.062

.050

Figure 44: CFA: ATSPPH-SF - Modified Measurement Model
Next, the researcher conducted a CFA of the theorized ATSPPH-SF Positive Attitudes
measurement model containing five indicators. Results of the CFA indicated factor loadings
ranging from 0.571 (ATSPPH7) to 0.781 (ATSPPH5) with a good model fit: χ2 = 13.282 (p =
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0.021), χ2/df= 2.656, CFI= 0.984, TLI= 0.968, RMSEA= 0.073, SRMR= 0.029. Since the fit
indices were all within good range, the model was not modified. Table 27 shows the fit indices
of the model, and Figure 45 depicts the model with CFA results.
Table 27
Model Fit Indices of the ATSPPH-SF Positive Attitudes

Measurement
Model

χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

13.282

2.656

.021

.984

.968

.073

.029

Figure 45: CFA: ATSPPH-SF Positive Attitudes - Modified Measurement Model
Finally, the researcher conducted a CFA on the theorized measurement model for the
ATSPPH-SF Negative Attitudes subscale containing five indicators. Results indicated factor
loadings from 0.541 (ATSPPHNEG4) to 0.878 (ATSPPHNEG9) with an overall inadequate
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model fit: χ2 = 19.652 (p = .001), χ2/df = 3.930, CFI = 0.971, TLI = 0.942, RMSEA = 0.097,
SRMR = 0.036. To improve the model fit, error covariance between items was evaluated and
included in the model. The re-specified model accounted for error covariance between
ATSPPH2 and ATSPPH8. The results of a CFA for the modified model showed overall adequate
fit indices: χ2 = 4.689 (p = 0.321), χ2/df = 1.173, CFI = 0.999, TLI = 0.997, RMSEA = 0.023,
SRMR = 0.018. Table 28 gives the fit indices for the ATSPPH-SF Negative Attitudes
measurement models, and Figure 46 depicts the modified measurement model.
Table 28
Model Fit Indices of the ATSPPH-SF Negative Attitudes
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
Measurement
Model

19.652

3.930

.001

.971

.942

.097

.036

Modified
Measurement
Model

4.689

1.173

.321

.999

.997

.023

.018
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Figure 46: CFA: ATSPPH-SF Negative Attitudes - Modified Measurement Model
CFA for the Perceptions of Parents Scale
Participants’ perceptions of their relationships with their caregivers were assessed in this
investigation through a modified version of the Perceptions of Parents Scale (POPS; Robbins,
1994). The initial scale was designed to measure perceptions of parents, but for this study, it was
adapted to assess relationships specifically with participants’ military caregivers and a second
identified caregiver. The modification enabled a comparison between caregivers based on
military affiliation and broadened the scope of potential relationships beyond parental roles. The
full scale includes 42 items with 21 matching items for each specified caregiver. For each
caregiver, scales are broken down further to include caregiver warmth, caregiver autonomy
support, and caregiver involvement. Higher scores indicate more positive perceptions of
caregivers. Initial internal consistency reliability was assessed as good to excellent for the scale
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and subscales, including: overall scale inclusive of all subscales for each caregiver (α = 0.949),
overall military caregiver scale inclusive of the subscales (α = 0.946), military caregiver warmth
(α = 0.864), military caregiver autonomy support (α = 0.885), military caregiver involvement (α
= 0.839), overall second caregiver scale inclusive of the subscales (α = 0.948), second caregiver
warmth (α = 0.875), second caregiver autonomy support (α = 0.870), and second caregiver
involvement (α = 0.879).
To assess the theorized measurement model of the POPS, the researcher conducted CFAs
for the overall latent variable of military caregiver and each of the subscales (i.e., warmth,
autonomy support, and involvement) and did the same in regard to the second caregiver and
associated subscales. First, the researcher evaluated the POPS Military Caregiver variable,
defined as a composite of POPS Military Caregiver Warmth, POPS Military Caregiver
Autonomy Support, and POPS Military Caregiver Involvement and containing 21 indicators. An
initial CFA indicated factor loadings ranging from 0.581 (POPSMILIT17 to MILITSUPPORT)
to 0.896 (POPSMILIT10 to MILITWARM) with an inadequate model fit: χ2 = 1168.352 (p <
.001), χ2/df = 6.996, CFI = 0.821, TLI = 0.797, RMSEA = 0.138, SRMR = 0.077. Items of the
theoretical model were assessed, and, to improve the model fit, the researcher removed items
with large error variances (POPSMILIT12, POPSMILIT13, POPSMILIT14, and
POPSMILIT15). Further, error covariance between items was evaluated and error covariance
between POPSMILIT13 and POPSMILIT20, POPSMILIT5 and POPSMilit11, and POPSMilit6
and POPSMilit21 were included in the model. Following these modifications, a subsequent CFA
resulted in a model that showed overall adequate fit indices: χ2 = 524.537 (p < .001), χ2/df =
4.098, CFI = 0.921, TLI = 0.906, RMSEA = 0.099, SRMR = 0.058.
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A CFA on the theorized measurement model for POPS Military Caregiver Warmth,
containing six indicators, indicated factor loadings from 0.678 (POPSMILIT20) to 0.866
(POPSMILIT10) and an overall inadequate model fit: χ2 = 225.330 (p = .001), χ2/df = 25.036,
CFI = 0.846, TLI = 0.744, RMSEA = 0.277, SRMR = 0.086. To improve the model fit, error
covariance between items were evaluated to re-specify the hypothesized CFA model. Error
covariances between POPSMILIT7 and POPSMILIT10 and between POPSMILIT4 and
POPSMILIT16 were included in the modified model. Further, items with large error variances
were assessed and on item POPSMILIT13 was removed. After modifying the model, a
subsequent CFA indicated overall adequate fit indices: χ2 = 9.177 (p = 0.164), χ2/df = 1.530, CFI
= 0.998, TLI = 0.994, RMSEA = 0.041, SRMR = 0.017.
Another CFA was conducted on the theorized measurement model of the POPS Military
Caregiver Autonomy Support containing nine indicators. Results indicated factor loadings from
0.403 (POPSMilit2) to 0.861 (POPSMilit8) with an overall inadequate fit: χ2 = 231.240 (p <
.001), χ2/df = 8.564, CFI = 0.886, TLI = 0.848, RMSEA = 0.155, SRMR = 0.070. To improve the
model fit, the item with the lowest factor loading POPSMilit2 was removed. Additionally, error
covariances between items were evaluated and error covariances between POPSMilit11 and
POPSMilit21, POPSMilit5 and POPSMilit11, POPSMilit14 and POPSMilit21, and POPSMilit8
and POPSMilit14 were included in the model. After that, a subsequent CFA showed overall
adequate fit indices: χ2 = 43.907 (p < .001), χ2/df = 2.744, CFI = 0.983, TLI = 0.971, RMSEA =
0.075, SRMR = 0.027.
The researcher conducted a CFA on the final POPS Military Caregiver subscale of
Involvement. The theorized measurement model contained six indicators. Results indicated
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factor loadings from 0.711 (POPSMILIT12) to 0.846 (POPSMILIT18) with an overall
inadequate fit: χ2 = 122.747 (p < .001), χ2/df = 13.639, CFI = 0.894, TLI = 0.824, RMSEA =
0.201, SRMR = 0.066. To improve the model fit, error covariances between items were analyzed
and error covariances between POPSMILIT6 and POPSMILIT15, POPSMILIT12 and
POPSMILIT15, and POPSMILIT6 and POPSMILIT12 were added. Subsequent CFA results
showed overall adequate fit indices: χ2 = 14.388 (p = 0.026), χ2/df = 2.398, CFI = 0.992, TLI =
0.980, RMSEA = 0.067, SRMR = 0.017. Table 29 gives the fit indices for the POPS Military
Caregiver scale and each of the associated subscale measurement models, and Figures 47-50
depict the modified measurement models.
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Table 29
Model Fit Indices of the POPS Military Caregiver and Subscales
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
Measurement
Model

1168.352

6.996

.000

.821

.797

.138

.077

Modified
Measurement
Model

524.537

4.098

.000

.921

.906

.099

.058

POPS
Military
Caregiver
Warmth

Theorized
Measurement
Model

225.330

25.036 .001

.846

.744

.277

.086

Modified
Measurement
Model

9.177

1.530

.164

.998

.994

.041

.017

POPS
Military
Caregiver
Autonomy
Support

Theorized
Measurement
Model

231.240

8.564

.000

.886

.848

.155

.070

Modified
Measurement
Model

43.907

2.744

.000

.983

.971

.075

.027

POPS
Theorized
Military
Measurement
Model
Caregiver
Involvement
Modified
Measurement
Model

122.747

13.639 .000

.894

.824

.201

.066

14.388

2.398

.992

.980

.067

.017

POPS
Military
Caregiver
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.026

Figure 47: CFA: POPS Military Caregiver - Modified Measurement Model

Figure 48: CFA: POPS Military Caregiver Warmth - Modified Measurement Model
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Figure 49: CFA: POPS Military Caregiver Autonomy Support - Modified Measurement Model

Figure 50: CFA: POPS Military Caregiver Involvement - Modified Measurement Model
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Next, the researcher evaluated the theoretical measurement model of the POPS Second
Caregiver scale, inclusive of Warmth, Autonomy Support, and Involvement, which included 21
indicators. CFA results indicated factor loadings from 0.556 (POPSSECOND6 to
SECONDINVOLV) to 0.883 (POPSSECOND10 to SECONDWARM) with an inadequate
model fit: χ2 = 1187.141 (p < .001), χ2/df =7.109, CFI = 0.815, TLI = 0.790, RMSEA = 0.139,
SRMR = 0.091. To improve the model fit, items with large error variance were removed
(POPSSECOND12 and POPSSECOND13). Additionally, error covariances between items were
considered, and error covariances were included between POPSSECOND5 and
POPSSECOND11, POPSSECOND6 and POPSSECOND15, POPSSECOND14 and
POPSSECOND20, and POPSSECOND15 and POPSSECOND21. CFA results for the modified
model showed overall adequate fit indices: χ2 = 482.962 (p < .001), χ2/df = 3.773, CFI = 0.927,
TLI = 0.913, RMSEA = 0.094, SRMR = 0.064.
Looking at the subscales of POPS Second Caregiver, the researcher conducted a CFA on
the theorized measurement model of POPS Second Caregiver Warmth, containing six indicators.
Results indicated factor loadings from 0.670 (POPSSECOND20) to 0.872 (POPSSECOND4)
with an overall inadequate fit: χ2 = 181.259 (p < .001), χ2/df = 12.140, CFI = 0.873, TLI = 0.788,
RMSEA = 0.247, SRMR = 0.079. To improve the model fit, error covariance between items was
evaluated, and error covariances were added to the model between POPSSECOND13 and
POPSSECOND20, POPSSECOND4 and POPSSECOND13, and POPSSECOND4 and
POPSSECOND20. The CFA results for the modified model showed overall good fit indices: χ2 =
6.429 (p = 0.377), χ2/df = 1.072, CFI = 1.000, TLI = 0.999, RMSEA = 0.015, SRMR = 0.008.
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The researcher conducted an additional CFA on the theorized measurement model of
POPS Second Caregiver Autonomy Support, which included nine indicators. Results indicated
factor loadings from 0.384 (POPSSECOND2) to 0.876 (POPSSECOND17) with an overall
inadequate model fit: χ2 = 309.727 (p < .001), χ2/df = 11.471, CFI = 0.836, TLI = 0.782, RMSEA
= 0.183, SRMR = 0.092. To improve the model fit, the item with lowest factor loading
(POPSSECOND2) was removed. Further, error covariances between items were considered, and
error covariances between POPSSECOND5 and POPSSECOND11 and between
POPSSECOND14 and POPSSECOND21 were added. After that, the CFA results of the
modified model showed overall good fit indices: χ2 = 44.118 (p = 0.001), χ2/df = 2.451, CFI =
0.984, TLI = 0.974, RMSEA = 0.068, SRMR = 0.035.
Finally, the researcher conducted a CFA of the theorized measurement model of the third
subscale, POPS Second Caregiver Involvement with six indicators. Results indicated factor
loadings from 0.572 (POPSSECOND6) to 0.877 (POPSSECOND18) with an overall inadequate
model fit: χ2 = 166.251 (p < .001), χ2/df = 18.472, CFI = 0.870, TLI = 0.783, RMSEA = 0.236,
SRMR = 0.096. To improve the model fit, error covariances between items were considered and
added to the hypothesized model between POPSSECOND6 and POPSSECOND15,
POPSSECOND6 and POPSSECOND12, and POPSSECOND12 and POPSSECOND15. After
that, the CFA results showed overall good fit indices: χ2 = 3.312 (p = 0.769), χ2/df = 0.552, CFI =
1.000, TLI = 1.006, RMSEA = 0.000, SRMR = 0.008. Table 30 gives the fit indices for the
POPS Second Caregiver scale and each of the associated subscale measurement models, and
Figures 51-54 depict the modified measurement models.
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Table 30
Model Fit Indices of the POPS Second Caregiver and Subscales
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Theorized
1187.141
Measurement
Model

7.109

.000

.815

.790

.139

.091

Modified
Measurement
Model

482.962

3.773

.000

.927

.913

.094

.064

POPS
Second
Caregiver
Warmth

Theorized
Measurement
Model

181.259

12.140

.000

.873

.788

.247

.079

Modified
Measurement
Model

6.429

1.072

.377

1.000

.999

.015

.008

POPS
Second
Caregiver
Autonomy
Support

Theorized
Measurement
Model

309.727

11.471

.000

.836

.782

.183

.092

Modified
Measurement
Model

44.118

2.451

.001

.984

.974

.068

.035

POPS
Theorized
Second
Measurement
Model
Caregiver
Involvement
Modified
Measurement
Model

166.251

18.472

.000

.870

.783

.236

.096

3.312

.552

.769

1.000

1.006

.000

.008

POPS
Second
Caregiver
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Figure 51: CFA: POPS Second Caregiver - Modified Measurement Model

Figure 52: CFA: POPS Second Caregiver Warmth - Modified Measurement Model
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Figure 53: CFA: POPS Second Caregiver Autonomy Support - Modified Measurement Model

Figure 54: CFA: POPS Second Caregiver Involvement - Modified Measurement Model

225

Model Testing - Structural Model
Based on the modified measurement models of the instruments (Figures 34-59), the
researcher specified the hypothesized structural model. Suicidality was defined as an endogenous
(e.g., dependent) variable measured by Suicidal Behavior Risk, as assessed from the Suicidal
Behaviors Questionnaire - Revised, and Suicide Ideation as defied by two subscales of the
Positive and Negative Suicide Ideation Inventory: (1) Positive Ideation and (2) Negative
Ideation. Exogenous (e.g., independent) variables included Resilience, which was
unidimensional and based on the Brief Resilience Scale, help-seeking attitudes, measured by two
subscales of the Attitudes Toward Seeking Professional Psychological Help - Short Form: (1)
Positive Attitudes and (2) Negative Attitudes. A third exogenous variable, perceptions of
caregiver relationships, was measured by two scales of the modified Perceptions of Parents
Scale for military caregivers and second caregivers. Each of the caregiver scales (i.e., military
caregiver and second caregiver) were further composed of sub-factors Warmth, Autonomy
Support, and Involvement.
Using the items from the final measurement models, the researcher rescaled item scores
when appropriate to ensure that all model indicators were in the same scale (see Table 31). Next,
the researcher developed averaged subscales (i.e., factor scores) to observe the latent variables.
The latent variables included Suicidal Behavior Risk (observed by its four indicators), Suicide
Ideation (observed by Positive Suicide Ideation and Negative Suicide Ideation), Resilience
(observed by its six indicators), Help-Seeking Attitudes (observed by Positive Attitudes and
Negative Attitudes), Military Caregiver Relationship (observed by Warmth, Autonomy Support,
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and Involvement), and Second Caregiver Relationship (observed by Warmth, Autonomy Support,
and Involvement).
Table 31
Items Rescaled
Item

Old Scale

New Scale

SBQR1

1, 2, 3, 4

1, 2.3, 3.6, 5

SBQR3

1, 2, 3

1, 3, 5

SBQR4

0, 1, 2, 3, 4, 5, 6

1, 1.67, 2.34, 3, 3.68, 4.35, 5

ATSPPH (1-10)

0, 1, 2, 3

1, 2.3, 3.6, 5

Note. Only the listed indicators required rescaling. All other items remained in their original
scale
The hypothesized structural model depicted the theorized directional relationship that
adults raised in military families with greater (a) resilience, (b) help-seeking attitudes, (c)
perceptions of military caregiver relationships, and (d) perceptions of second caregiver
relationships would have less suicidality, as evidenced by lower suicidal behavior risk, lower
negative suicide ideation, and higher positive suicide ideation. The researcher anticipated that
there would be a statistically significant positive relationship between suicidal behavior risk and
negative suicide ideation and accordingly included them in the same construct of suicidality.
Further, the researcher anticipated a negative directional relationship between suicidal behavior
risk and negative suicide ideation to positive suicide ideation, resilience, help-seeking attitudes,
military caregiver relationship, and second caregiver relationship. The initial hypothesized
structural model failed to converge, indicating that the model was not identified correctly and

227

was potentially too complex based on the large variance covariance matrix (Kline, 2011;
Schumacker & Lomax, 2016).
The researcher then re-specified the model by separating the factors that comprised the
construct of suicidality. In particular, the researcher separated the factors of suicidal behavior
risk, negative suicide ideation, and positive suicide ideation that had previously been collapsed
into one latent variable. The adjusted theoretical model converged and demonstrated an overall
inadequate model with most of the goodness of fit indices not meeting necessary criteria (see
Figure 55); χ2 = 519.953 (p < .001), χ2/df = 3.210; CFI = .914; TLI = .899; RMSEA = .084;
SRMR = .068.

Figure 55: Theoretical Structural Model with Standardized Coefficients
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Given the ill-fitting solution evidenced by the poor fit indices and non-significant paths in
the model, the researcher re-specified the theoretical model. The model provided additional
information to the researcher that negative attitudes for help-seeking did not relate to the latent
variable of help-seeking attitudes as anticipated, and as such, the researcher separated the
observed variables of Positive Attitudes and Negative Attitudes in the model rather than
analyzing them as a one construct. The researcher additionally removed the items POPSMILIT2
and POPSSECOND2, which demonstrated poor factor loadings and added error covariances to
POPSMILIT12, POPSMILIT13, POPSMILIT14, POPSMILIT15, POPSSECOND12, and
POPSSECOND13.

Model Modification
When conducting SEM analyses, it is common that hypothesized models do not fit the
data when tested (Schumacker & Lomax, 2016). As such, researchers must engage in
modifications of the model to find the model that best fits the observed data. Given the
inadequate model fit of the theorized model, the researcher made multiple attempts to modify the
structural model. In particular, the researcher evaluated z-values to determine when paths were or
were not statistically significant as a method of justifying model modifications (Crockett, 2012;
Schumacher & Lomax, 2016). Additionally, the researcher utilized the modification indices
function available in the lavaan package of the R statistical software that was employed for the
CFA and SEM analyses (Rosseel, 2012; R Foundation, 2020). Use of this software enabled the
researcher to consider suggestions of paths that may indicate statistically significant relationships
not yet included in the model. Regarding the inconsistent support for some of the latent variables
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within the model (e.g., resilience), the researcher also made modifications as needed to remove
variables that were not significant to the overall model relationships. In the next sections, the
researcher details the modification methods and results of four modified structural model
iterations.

Modified Structural Model 1
The researcher tested the modified structural model, which identified significant
regression paths between suicidal behavior risk and suicide ideation (b = -1.394, β = -.760, z = 7.995, p < .001) accounting for 57.76% of the variance and resilience (b = -.235, β = -0.188, z = 3.664, p < .001) accounting for 3.53% of the variance. Further, the model purported that there
were significant regression paths between military caregiver relationship and suicidal behavior
risk (b = -.275, β = -.265, z = -4.368, p < .001) accounting for 7.02% of the variance and second
caregiver relationship (b = .310, β = .296, z = 5.343, p < .001) accounting for 8.76% of the
variance. There was an additional significant regression path between suicide ideation and
negative help-seeking attitudes (b = .134, β = .264, z = 3.475, p < .001) that accounted for 6.97%
of the variance. Results of the modified structural model demonstrated that the model converged
and exemplified an adequate overall goodness of fit (see Figure 56); χ2 = 512.122 (p < .001),
χ2/df = 3.161; CFI = .913; TLI = .899; RMSEA = .083; SRMR = .068.
Results pertaining to Modified Model 1 further indicated a non-significant regression
paths between positive help-seeking attitudes and suicide ideation (b = -.026, β = -.050, z = .693, p = .488). To adjust for the non-significance of this relationships, the path between these
variables were subsequently removed from the model. After removing the non-significant path
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between positive help-seeking attitudes and suicide ideation, there were no significant paths
including the variable of positive help-seeking attitudes. The researcher evaluated the variable in
relation to other factors in the model and failed to find a significant path, resulting in the
exclusion of positive help-seeking attitudes for subsequent model iterations.

Figure 56: Modified Structural Model 1 with Standardized Coefficients
Modified Structural Model 2
Following the modifications made from the previous model, the second modified model
produced a better model fit: χ2 = 441.527, χ2/df =3.045, CFI = 0.926, TLI = 0.912, RMSEA =
0.081, SRMR = 0.067. However, in exploring the factors of this model, the researcher identified
that there was a non-significant regression path remaining in the model. Specifically, there was a
non-significant regression path from military caregiver relationship to resilience (b = .052, β =
.040, z = .694, p = .487). To adjust for this concern, the researcher removed the path from
resilience to military caregiver relationship. Resilience continued to demonstrate a significant
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regression path with suicidal behavior risk (b = -.380, β = .051, z = -7.469, p < .001) accounting
for 25.20% of the estimated variance.

Figure 57: Modified Structural Model 2 with Standardized Coefficients
Modified Structural Model 3
Following the modifications from the previous iterations, Modified Model 3
demonstrated improved fit indices. Results of the analysis yielded the following fit indices: χ2 =
418.088, χ2/df = 2.903, CFI = 0.931, TLI = 0.918, RMSEA = 0.078, SRMR = 0.058. It is
important to note that, this model represented the first iteration where all paths were significant
based on the observed regression coefficients. Further, each of the fit indices were within
acceptable range. In particular, suicidal behavior risk continued to demonstrate a significant
regression path with suicide ideation (b = -.525, β = -.886, z = -10.429, p < .001) accounting for
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78.50% of variance and resilience (b = -.346, β = .460, z = -6.859, p < .001) accounting for
21.16% of variance. Military caregiver relationship had significant regression paths with suicidal
behavior risk (b = -.306, β = -.305, z = -5.010, p < .001) accounting for 9.30% of variance and
second caregiver relationship (b = -.301, β = .280, z = -5.040, p < .001) accounting for 7.84% of
variance. Finally, suicide ideation continued to be predicted by negative help-seeking attitudes (b
= .108, β = .186, z = 3.769, p < .001) accounting for 3.46% of variance. While the model fit
indices were within acceptable range, the modification indices function of the R statistical
software suggested that covariance paths should be added between indicators of the resilience
variable (BRS1 and BRS5). The researcher added this additional path to the model.

Figure 58: Modified Structural Model 3 with Standardized Coefficients
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Modified Structural Model 4
After the modifications made throughout the first three iterations, the researcher
conducted an additional analysis for Modified Model 4. The results from suggested that this
iteration had slightly better model fit indices than the previous models: χ2 = 374.532, χ2/df =
2.619, CFI = 0.942, TLI = 0.931, RMSEA = 0.072, SRMR = 0.058. Each of the indices were
within the suggested criteria for acceptable to good model fit. Further, the paths of the model
were each significant and there were no additional suggestions for added paths based on the R
modification indices function. Thus, modified structural model four was determined to be the
best fitting model.
The final modified model iteration supports that suicidal behavior risk is defined by the
four items of the measurement model and is predicted by the variables of suicide ideation and
resilience with no changes in significance from Modified Model 3. Military caregiver
relationship was predicted by suicidal behavior risk (b = -.306, β = -.304, z = -5.006, p < .001)
accounting for 9.24% of variance and second caregiver relationship (b = -.301, β = .281, z =
5.048, p < .001) accounting for 7.90% of variance. Further, suicide ideation is defined by the
observed positive ideation and negative ideation scales and predicted by negative help-seeking
attitudes (b = .108, β = .186, z = 3.769, p < .001) accounting for 3.39% of variance. Additionally,
each of the variables of military caregiver relationship and second caregiver relationship were
appropriately defined by their observed variables of warmth, autonomy support, and
involvement. Modified Structural Model 4 is presented in Figure 59, and Table 32 depicts the fit
indices for each modified model iteration.
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Figure 59: Modified Structural Model 4 with Standardized Coefficients

Table 32
Model Fit Indices of the Modified Structural Models
χ2

χ2/df

p

CFI

TLI

RMSEA

SRMR

Modified
Measurement
Model 1

512.122

3.161

.000

.913

.899

.083

.068

Modified
Measurement
Model 2

441.527

3.045

.000

.926

.912

.081

.067

Modified
Measurement
Model 3

418.088

2.903

.000

.931

.918

.078

.058

Modified
Measurement
Model 4

374.532

2.619

.000

.942

.931

.072

.058
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Secondary Data Analysis
To examine the observed data in relation to the exploratory research questions of this
investigation, the researcher engaged in secondary data analyses through multiple statistical
procedures, including (a) Spearman Rank Order correlations, (b) simple linear regressions (SLR)
and multiple linear regressions (MLR), (c) ANOVAs, and (d) Fisher’s Least Significant
Differences (LSD) post hoc tests. With respect to the non-normality of the data collected, the
researcher employed Spearman Rank Order correlations (ρ) to assess potential relationships
between the constructs of interest for this study, including suicidal behavior risk, suicide ideation
(i.e., positive suicide ideation and negative suicide ideation), resilience, help-seeking attitudes
(i.e., positive attitudes and negative attitudes) and demographic, military-affiliation, and
recruitment source variables. The Spearman Rank Order correlations detailed the strength and
direction of the relationships between two variables when present (Pallant, 2016). Following
identification of relationships through these correlations, the researcher conducted a series of
one-way ANOVA analyses to determine when there were significant differences in means
between groups and employed Fisher’s Least Significant Difference (LSD) post hoc tests to
determine which groups demonstrated these differences (Ullman, 2019). Further, the researcher
conducted multiple linear regression (MLR) and simple linear regression (SLR) analyses to
determine if any of the variables significantly predicted the constructs of interest. The researcher
presents the findings of these secondary analyses of the data in relation to the three exploratory
research questions of the study in the following sections.
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Exploratory Research Question 1
The first exploratory research question of this study asks: What is the relationship
between adult children of military families’ levels of (a) suicidal behavior risk, (b) suicide
ideation (e.g., positive suicide ideation and negative suicide ideation), (c) perceptions of
caregiver relationships (e.g., military caregiver relationship and second caregiver relationship),
(d) help-seeking attitudes, and (e) resilience and their reported demographic characteristics (e.g.,
gender, race/ethnicity, relationship status, nature of relationship to caregivers)?
The researcher utilized Spearman’s Rank Order correlations for the initial assessment of
relationships due to the non-normality of the data as Spearman Rank Order correlations are
preferred over Pearson’s Product Moment correlations in the event that data is non-normal.
Spearman Rank Order correlations provide a rho value (ρ) which indicates the strength of the
relationship between variables (Pallant, 2013). The relationships between participants’ reported
demographic characteristics and their instrument scores, measuring the constructs of interest, are
provided in Table 33.
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Table 33
Spearman Rank Order Correlations Between Demographic Variables and Constructs

Suicidal Behavior Risk

Positive Suicide Ideation

Negative Suicide Ideation

Resilience

Help-Seeking Attitudes

Military Caregiver

Second Caregiver

Age

Gender
Identity

Race/
Ethnicity

Religious
Identity

Sexual
Orientation

Relationship
Status

ρ

-.201**

.004

.136**

.202**

.368**

.144**

VE

4.04%

-

1.85%

4.08%

13.54%

2.07%

ρ

.189**

.014

-.060

-.080

-.084

0.146**

VE

3.57%

-

-

-

-

2.13%

ρ

-.243**

.147**

.257**

.070

.295**

.097

VE

5.90%

2.16%

6.60%

-

8.70%

0.94%

ρ

.220**

.138**

-.083

-.099*

-.232**

-.083

VE

4.84%

1.90%

-

0.98%

4.97%

-

ρ

.101*

-.281**

-.110*

-.100*

-.070

-.121*

VE

1.02%

7.90%

1.21%

1.00%

-

1.46%

ρ

.023

-.061

-.155**

-.068

-.168**

-.070

VE

-

-

2.40%

-

2.82%

-

ρ

.091

-.063

-.123*

-.091

-.162**

-.034

VE

-

-

1.51%

-

2.62%

-

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05 level (2-tailed). VE =
Variance Explained

238

Age
To further examine these significant relationships, the researcher employed ANOVA
procedures to examine differences in means between demographic groups and to significant
constructs. First, ANOVAs were used with the demographic variable of participant’s age and
their suicidal behavior risk, positive suicide ideation, negative suicide ideation, resilience, and
help-seeking attitudes. Based on results, the researcher found significant differences between
groups for means for positive suicide ideation, F (54, 383) = 1.517, p = 0.014, η2 = 0.176,
negative suicide ideation, F (54, 383) = 1.819, p = 0.001, η2 = 0.204, and resilience, F (54, 383)
= 1.545, p = 0.011, η2 = 0.179. There were not significant differences in means between groups
for suicide behavior risk F (54, 383) = 1.290, p = 0.092, η2 = 0.154, or help-seeking attitudes, F
(54, 383) = 1.237, p = 0.133, η2 = 0.149. Participants endorsed a range of ages from 18 (n = 3) to
(n = 85) in the study and, due to some groups having less than two cases and having more than
50 groups overall, post hoc tests could not be run to further evaluate between groups differences.
Figures 60-62 demonstrate the group means for the significant constructs of positive suicide
ideation, negative suicide ideation, and resilience.
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Figure 60: Mean Scores for Positive Suicide Ideation by Age

Figure 61: Mean Scores for Negative Suicide Ideation by Age
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Figure 62: Mean Scores for Resilience by Age
Gender Identity
Regarding gender identities, the researcher utilized ANOVAs to assess group differences
between participant’s endorsed gender identities and their negative suicidal ideation, resilience,
and help-seeking attitudes due to their significance in the prior Spearman Rank Order
correlations. The researcher found significant differences in means between groups for negative
suicide ideation, F (3, 435) = 3.000, p = 0.030, η2 = 0.020. Generally, results showed that mean
scores for the two largest groups differed with individuals identifying as woman, female, or
feminine having lower average scores compared to those identifying as man, male, or masculine.
Significant differences in means between groups were evident for resilience, F (3, 435) = 3.156,
p = 0.006, η2 = 0.028 with participants reporting as man, male, or masculine demonstrating
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higher average resilience compared to participants’ endorsing the identity of woman, female, or
feminine. Further, significant differences in means between groups were evident for help-seeking
attitudes, F (3, 435) = 11.549, p = 0.000, η2 = 0.074 with higher mean scores for individuals
identifying as woman, female, or feminine compared to those identifying as male. Post hoc tests
to evaluate mean differences were not possible due to the low number of cases in at least one
category (i.e., transgender man, male, or masculine). Table 34 provides the means and standard
deviations by group when significant mean differences were observed.
Table 34
Construct Score Means and Standard Deviations by Gender Identity
Negative
Suicide Ideation

Resilience

Help-Seeking
Attitudes

M

SD

M

SD

M

SD

Prefer not to Respond

16.50

12.02

3.67

0.71

22.00

9.90

Woman, Female,
Feminine

12.45

7.71

3.28

0.92

19.48

5.88

Man, Male, Masculine

14.77

8.99

3.57

0.81

16.18

5.99

Transgender Man, Male,
Masculine

8.00

-

2.67

-

15.00

-

Racial/Ethnic Identity
In consideration of the significant relationships suggested by the Spearman Rank Order
correlations, the relationships between participants’ racial/ethnic identities to their suicidal
behavior risk, negative suicide ideation, help-seeking attitudes, relationships with military
caregivers, and relationships with second caregiver were further assessed for differences in
means between groups. ANOVA results demonstrated significant between groups differences in
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means for suicidal behavior risk, F (8, 430) = 3.238, p = 0.001, η2 = 0.057, and negative suicide
ideation, F (8, 430) = 10.592, p = 0.000, η2 = 0.165. Significant differences in means between
groups were not evident for help-seeking attitudes, F (8, 430) = 1.613, p = 0.119, η2 =0.029,
military caregiver relationships, F (8, 430) = 1.239, p = 0.274, η2 = 0.023, or second caregiver
relationships, F (8, 405) = 0.922, p = 0.498, η2 = 0.018.
Fisher’s LSD post hoc tests were conducted to further analyze mean differences when
present. Regarding suicidal behavior risk, participants who identified as Hispanic/Latino/a/x or
Spanish Origin differed from those who preferred not to respond or reported as Caucasian/White,
Black or African American, Multi-Racial or Multi-Ethnic, Asian, and Native Hawaiian or Pacific
Islander. For negative suicidal ideation, participants who identified as Hispanic/Latino/a/x or
Spanish Origin differed from all other groups: preferred not to respond, Caucasian/White, Black
or African American, Multi-Racial or Multi-Ethnic, Asian, American Indian or Alaskan Native,
Middle Eastern or North African, and Native Hawaiian or Pacific Islander. Further, participants
who identified as Caucasian/White differed from those who identified as Black or African
American and Asian, and participants who reported as Multi-Racial or Multi-Ethnic also differed
from those who identified as Black or African American and Asian. Table 35 provides the means
and standard deviations by group when significant mean differences were observed.
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Table 35
Construct Score Means and Standard Deviations by Racial/Ethnic Identity
Suicidal
Behavior Risk

Negative Suicide
Ideation

M

SD

M

SD

Prefer not to Respond

4.25

1.83

13.50

7.21

Caucasian/White

5.65

3.15

11.67

0.41

Black or African
American

6.37

3.54

16.94

1.32

Hispanic/Latino/a/x or
Spanish Origin

8.22

3.64

22.81

1.83

Multi-Racial or MultiEthnic

6.63

3.15

12.07

6.27

Asian

6.17

3.25

16.72

9.68

American Indian or
Alaskan Native

5.50

5.00

11.25

3.95

Middle Eastern or North
African

4.50

2.12

10.50

3.54

Native Hawaiian or
Pacific Islander

3.50

0.71

8.00

0.00

Religious Identity
Next, the researcher assessed for any between groups differences in means for religious
identity groups to suicidal behavior risk, resilience, and help-seeking attitudes. Through ANOVA
procedures, the researcher identified significant differences in means between groups regarding
suicidal behavior risk, F (12, 426) = 4.110, p = 0.000, η2 = 0.104, and help-seeking attitudes, F
(12, 426) = 2.189, p = 0.012, η2 = 0.058, but not for resilience F (12, 426) = 1.700, p = 0.064,
η2 = 0.046. With nine potential categories for religious affiliation, many of the sample sizes were
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small with a number of cases under two, which prevented post hoc analyses from being run to
further analyze differences in means. Table 36 provides the means and standard deviations by
group when significant mean differences were observed.
Table 36
Construct Score Means and Standard Deviations by Religious Identity
Suicidal Behavior
Risk

Help-Seeking
Attitudes

M

SD

M

SD

Prefer not to Respond

6.00

3.54

16.06

6.63

Christian or Protestant

5.31

2.77

19.03

5.93

Catholic

5.57

3.64

17.33

5.82

Agnostic

6.47

3.36

18.83

6.53

Atheist

6.93

3.58

16.56

7.36

Spiritual, not Religious

6.03

2.57

16.27

6.87

Hindu

8.04

3.18

15.46

2.89

Buddhist

9.00

2.65

22.33

4.04

Mormon/LDS

4.33

1.53

22.00

2.65

Muslim

3.00

0.00

17.00

1.00

Jewish

10.50

7.78

21.50

2.12

Other Non-Religious

12.67

0.58

15.33

0.58

Other Religious

4.00

-

6.00

-

Sexual Orientation
The significant relationships between participants’ sexual/affectional orientations to
suicidal behavior risk, negative suicide ideation, resilience, relationships with military
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caregivers, and relationships with second caregivers were further evaluated. ANOVAs assessing
differences in means between groups for each of these constructs were significant. Findings
showed significant differences in means based on participants’ identified sexual/affectional
orientations for all constructs assessed: suicidal behavior risk, F (6, 432) = 15.894, p = 0.000,
η2 = 0.181, negative suicidal ideation, F (6, 432) = 16.917, p = 0.000, η2 = 0.190, resilience, F (6,
432) = 5.193, p = 0.000, η2 = 0.067, relationships with military caregivers, F (6, 432) = 2.360, p
= 0.030, η2 = 0.032, and relationships with second caregivers, F (6, 407) = 3.721, p = 0.001, η2 =
0.052. Fisher’s LSD post hoc tests were employed to further evaluate group differences in
means.
Regarding participants’ suicidal behavior risk, scores were significantly different between
participants who identified as heterosexual or straight compared to those who identified as
bisexual, gay or lesbian, asexual, or queer. Scores also differed between participants who
preferred not to respond and those identifying as bisexual, gay or lesbian, asexual, or queer and
between participants identifying as pansexual and others reporting as bisexual, gay or lesbian,
and queer.
Post hoc analyses pertaining to negative suicidal ideation demonstrated significant
differences between participants identifying as bisexual compared to those reporting as
heterosexual or straight, gay or lesbian, asexual, pansexual, or preferring not to respond.
Additional differences were found between scores of participants identifying as queer compared
to heterosexual or straight and pansexual. In consideration of resilience, analyses revealed
significant differences in means for participants who identified as heterosexual or straight
compared to those reporting as bisexual, gay or lesbian, or queer. There were also differences
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between participants identifying as pansexual and reporting as bisexual, gay or lesbian, asexual,
or queer and between participants who preferred not to respond compared to those identifying as
queer. Evaluating mean differences pertaining to relationships with military caregivers,
significant differences were found between participants identifying as heterosexual or straight
compared to those reporting as bisexual or gay or lesbian. Differences were also found between
participants who identified as gay or lesbian and those that preferred not to respond. Regarding
relationships with second caregivers, participants identifying as bisexual differed from those
reporting as heterosexual or straight, asexual, or pansexual. Table 37 provides the means and
standard deviations by group when significant mean differences were observed.
Table 37
Construct Score Means and Standard Deviations by Sexual/Affectional Orientation
Suicidal
Behavior
Risk

Negative
Suicide
Ideation

Resilience

Military
Caregiver

Second
Caregiver

M

SD

M

SD

M

SD

M

M

Prefer not to
Respond

5.00

2.00

14.00

8.34

3.63

0.77

80.20 15.61 73.50 29.53

Heterosexual
or Straight

5.37

2.91

12.03

6.94

3.52

0.88

72.38 19.21 81.48 18.18

Bisexual

8.96

3.38

22.67 10.47

3.01

0.70

66.75 13.93 70.95 13.97

Gay or Lesbian

8.78

4.15

15.17 10.02

2.98

0.95

61.00 23.03 76.27 22.41

Asexual

9.33

1.53

12.33

4.04

2.94

1.06

69.67 21.73 94.00

Queer

10.50

0.71

25.00 12.73

2.17

0.24

56.00 15.56 77.50 14.85

Pansexual

4.00

1.41

8.00

4.50

0.24

53.50 21.92 99.50

0.000
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SD

SD

7.81

6.36

Relationship Status
Finally, the researcher further explored the significant relationships identified between
participants’ relationship status to their suicidal behavior risk, positive suicide ideation, negative
suicide ideation, and help-seeking attitudes. ANOVAs exploring these relationships identified
significant differences in means between groups regarding each of the constructs identified:
suicidal behavior risk, F (11, 427) = 4.897, p = 0.000, η2 = 0.112, positive suicide ideation, F
(11, 427) = 3.758, p = 0.000, η2 = 0.088, negative suicide ideation, F (11, 427) = 13.814, p =
0.000, η2 = 0.262, and help-seeking attitudes, F (11, 427) = 2.434, p = 0.006, η2 = 0.059.
Pertaining to suicidal behavior risk, significant differences were found between
participants who were married or in a civil union and living together and participants who were
married or in a civil union and living apart, in a romantic relationship and living apart, in a
domestic relationship and living apart, single, or had multiple relationship statuses. Additional
differences were found between participants who were married or in a civil union and living
apart compared to participants who were in a romantic relationship and living together, in a
romantic relationship and living apart, in a domestic relationship and living together, single,
divorced, widowed, or had multiple relationship statuses. Further, significant differences were
evident between participants who were in a domestic relationship and living apart compared to
those who were in a romantic relationship and living together, in a romantic relationship and
living apart, single, or divorced.
Regarding positive suicide ideation, participants who preferred not to respond differed
from all other groups: married or in a civil union and living together, married or in a civil union
and living apart, in a romantic relationship and living together, in a romantic relationship and
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living apart, in a domestic relationship and living together, in a domestic relationship and living
apart, single, divorced, separated, widowed, and multiple relationships statuses. There were
additional differences between participants who were single and those who were married or in a
civil union and living together, married or in a civil union and living apart, in a domestic
relationship and living apart, divorced, and widowed. Further, there were differences between
participants who were married or in a civil union and living together compared to those in
romantic relationships living together and in romantic relationships living apart and between
participants who were widowed to those who were in romantic relationships living apart.
For negative ideation, participants who were married or in a civil union and living apart
differed from the majority of groups: preferred not to respond, married or in a civil union and
living together, in a romantic relationship and living together, in a romantic relationship and
living apart, in a domestic relationship and living together, single, divorced, separated, widowed,
and multiple relationships statuses. Significant differences existed between those who were in a
domestic relationship and living apart and those who preferred not to respond, were married or in
a civil union and living together, in a romantic relationship and living together, in a romantic
relationship and living apart, in a domestic relationship and living together, single, divorced,
separated, widowed, and multiple relationships statuses. Additional differences existed between
participants who were in a romantic relationship and living apart and those who were married or
in a civil union and living together, in a romantic relationship and living together, single,
divorced, and widowed and between participants who had multiple relationship statuses
compared to married or in a civil union and living together, in a romantic relationship and living
together, single, and divorced.
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Considering the relationship between help-seeking attitudes and participants’ relationship
statuses, post hoc LSD tests provided additional information related to differences in means
between groups. In particular, significantly different means were observed between participants
who were married or in a civil union and living together compared to those who were married or
in a civil union and living apart, in a domestic relationship and living together, or single.
Additionally, significant differences were evident between participants in a domestic relationship
and living together compared to those who were married or in a civil union and living apart, in a
romantic relationship and living together, in a romantic relationship and living apart, in a
domestic relationship and living apart, single, divorced, or had multiple relationship statuses.
Table 38 provides the means and standard deviations by group when significant mean
differences were observed
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Table 38
Construct Score Means and Standard Deviations by Relationship Status
Suicidal
Behavior
Risk
M

SD

Positive
Suicide
Ideation
M

Negative
Suicide
Ideation

Help-Seeking
Attitudes

SD

M

SD

M

SD

Prefer not to Respond

6.25

4.27 14.75

5.91

15.25

8.62

21.75

7.80

Married Together

5.10

2.75 23.47

5.04

11.10

6.13

18.86

5.91

Married Apart

9.21

2.92 23.14

3.72

26.86

8.94

15.69

3.15

Romantic Relationship
Together

5.88

3.78 21.68

5.63

12.90

7.28

18.10

7.79

Romantic Relationship
Apart

6.33

3.40 21.22

5.13

16.87

9.36

17.52

5.50

Domestic Relationship
Together

6.45

2.73 21.64

5.54

13.09

8.01

23.18

4.53

Domestic Relationship
Apart

9.40

2.88 25.80

3.27

25.50

12.07

15.40

3.97

Single

6.02

3.28 20.63

5.39

12.14

6.92

16.36

6.27

Divorced

6.06

2.57 23.56

5.56

9.56

2.83

16.69

8.01

Separated

8.00

5.66 24.00

0.00

8.00

0.00

20.50

7.78

Widowed

5.00

1.00 27.67

3.21

8.00

0.00

20.33

3.51

Multiple Statuses

7.04

4.18 22.36

5.45

16.64

10.43

17.16

5.67

Multiple Linear Regression Analyses for Personal Demographics
After evaluating the data pertaining to participants’ personal demographic variables to
their suicidal behavior risk, suicide ideation, resilience, help-seeking attitudes, relationships with
military caregivers, and relationships with second caregivers, the researcher conducted a MLR to
determine if participants’ demographic variables predicted any of the constructs of the study.
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Findings from the MLR analyses demonstrated significant regression equations between
demographic variables and all constructs of interest except participants’ relationships with their
second caregiver (see Table 39)
Table 39
MLR Model Summary for Demographic Variables as Predictors of Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.144

12.100

6

431

.000

Positive Suicide Ideation

.040

2.994

6

431

.007

Negative Suicide Ideation

.113

9.143

6

431

.000

Resilience

.079

6.173

6

431

.000

Help-Seeking Attitudes

.093

7.333

6

431

.000

Military Caregiver Relationship

.042

3.155

6

431

.005

Second Caregiver Relationship

.015

1.023

6

406

.410

Caregiver Relationship Variables
In addition to the questions regarding personal characteristics, participants answered
demographic questions pertaining to their relationships with their military and second caregivers
as well as the relationship between their two caregivers. Initial evaluations of relationships
between these variables were conducted with Spearman Rank Order correlations; variance
explained estimates are provided for significant correlations (see Table 40).
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Table 40
Spearman Rank Order Correlations Between Caregiver Relationship Variables and Constructs

Suicidal Behavior Risk

Positive Suicide Ideation

Negative Suicide Ideation

Resilience

Help-Seeking Attitudes

Military Caregiver

Second Caregiver

Military Caregiver
Relationship

Second Caregiver
Relationship

Caregivers’
Relationship

ρ

.203**

.177**

.089

VE

4.12%

3.13%

-

ρ

-.018

-.044

.028

VE

-

-

-

ρ

.320**

.238**

.168**

VE

10.24%

5.66%

2.82%

ρ

-.207**

-.056

-.064

VE

4.28%

-

-

ρ

-.090

-.006

.036

VE

-

-

-

ρ

.044

-.090

-.095*

VE

-

-

0.90%

ρ

-.179**

-.195**

-.120*

VE

3.20%

3.80%

1.44%

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05
level (2-tailed). VE = Variance Explained
To further assess the relationships identified between participants’ relationship to their
military caregiver and the constructs of interest, ANOVA tests were conducted. Significant
differences in means between groups were observed regarding suicidal behavior risk, F (7, 431)
= 4.229, p = 0.000, η2 = 0.064, negative suicide ideation, F (7, 431) = 11.029, p = 0.000, η2 =
0.152, and resilience, F (7, 431) = 2.143, p = 0.038, η2 = 0.034, but significant differences were
not evident in means related to relationships with second caregivers, F (7, 406) = 1.596, p =
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0.135. η2 = 0.027. It was not possible to conduct post hoc analyses as some variable groups only
consisted of one case. Table 41 provides the means and standard deviations by group when
significant mean differences were observed
Table 41
Construct Score Means and Standard Deviations by Military Caregiver Relationship
Suicidal Behavior
Risk

Negative Suicide
Ideation

Resilience

M

SD

M

SD

M

SD

Biological Father

5.64

3.18

11.86

6.88

3.52

0.92

Biological Mother

6.14

3.48

16.92

9.98

3.25

0.73

Stepfather

6.82

3.06

15.91

9.89

3.12

0.74

Adoptive Father

8.50

2.20

16.25

9.81

3.10

1.04

Adoptive Mother

11.67

7.57

27.33

14.22

3.39

0.19

Other Adoptive

9.00

3.46

28.33

7.37

3.06

0.42

Other Family

7.58

3.07

21.16

10.35

3.11

0.68

Other Non-Family

7.00

-

21.00

-

2.50

-

ANOVA tests were utilized to determine differences in means related to second caregiver
relationships. Significant differences in means between groups were observed regarding suicidal
behavior risk, F (9, 429) = 5.193, p = 0.000, η2 = 0.098, negative suicide ideation, F (9, 429) =
13.409, p = 0.000, η2 = 0.220, and quality of relationships with second caregivers, F (8, 405) =
3.656, p = 0.000, η2 =0.067. Fisher’s LSD post hoc analyses demonstrated that differences
between groups pertaining suicidal behavior risk were evident between participants who
identified their second caregiver as their adoptive father compared to all other groups: did not
have second caregiver, biological father, biological mother, stepfather, stepmother, adoptive
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mother, other adoptive parent, other familial relationship, and other non-familial relationship.
Significant differences were also evident for participants that identified their second caregiver as
another familial relationship compared to their biological father or biological mother, between
participants identifying their second caregiver as their biological mother compared to their
stepmother, and those who did not have a second caregiver compared to their stepmother.
Regarding negative suicide ideation, significant differences were evident between means
for participants who identified their second caregiver as their biological mother compared to
their biological father, stepfather, stepmother, adoptive father, adoptive mother, other adoptive
relationship, other familial relationship, other non-familial relationship. Participants who
identified their second caregiver as their adoptive father also differed from those who did not
have a second caregiver and those whose second caregivers were their biological father,
stepfather, stepmother, adoptive mother, other adoptive relationship, and other familial
relationship. There were additional differences between participants who did not have a second
caregiver compared to those whose second caregivers were their stepfather or stepmother and
between participants whose caregiver was their biological father compared to other familial
relationships. It was not possible to run post hoc analyses for the demographic variable of second
caregiver relationship to scores related to perceptions of second caregiver relationships due to
low number of cases per category. Table 42 provides the means and standard deviations by group
when significant mean differences were observed.
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Table 42
Construct Score Means and Standard Deviations by Second Caregiver Relationship
Suicidal Behavior
Risk

Negative Suicide
Ideation

Second
Caregiver

M

SD

M

SD

M

SD

No Second Caregiver

5.36

2.84

12.64

7.01

-

-

Biological Father

6.04

3.56

16.70

11.03

78.26

13.47

Biological Mother

5.68

3.13

11.64

6.59

82.14

18.58

Stepfather

6.86

4.67

19.57

11.27

60.29

26.93

Stepmother

8.25

4.37

21.75

11.00

70.75

11.79

Adoptive Father

13.20

1.10

30.20

5.40

68.00

2.65

Adoptive Mother

6.57

2.70

18.57

10.80

71.86

22.56

Other Adoptive

6.00

2.83

19.80

6.06

69.20

5.97

Other Family

7.94

3.26

22.66

10.67

72.47

12.11

Other Non-Family

5.67

2.31

21.33

3.51

64.67

4.62

Finally, ANOVAs were employed to evaluate differences in means related to relationship
between caregivers, and it was determined that significant mean differences between groups
existed for participants’ negative suicide ideation, F (9, 239) = 13.435, p = 0.000, η2 = 0.220, and
their relationship with their military caregiver, F (9, 239) = 2.360, p = 0.013, η2 = 0.047.
However, there were no significant mean differences between groups related to participants’
relationships with their second caregivers, F (8, 405) = 1.360, p = 0.213, η2 = 0.026. Fisher’s
LSD post hoc analyses were conducted to further assess significant differences. Pertaining to
negative suicide ideation, participants who identified their caregivers as being married or in a
civil union and living apart significantly differed from those reporting that they only had one
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caregiver and therefore there was not a relationship between caregivers and participants who
identified their caregivers’ relationship as married or in a civil union and living together, in a
romantic relationship and living together, in a domestic relationship and living together,
divorced, separated, other familial relationship, or had multiple relationship statuses at the p <
.05 level. Participants whose caregivers were married or in a civil union and living together also
differed from those reporting their caregivers as in a romantic relationship and living together, in
a romantic relationship and living apart, in a domestic relationship and living together, other
familial relationship, or having multiple relationship statuses. Additionally, participants whose
caregivers were in a romantic relationship and living apart differed from participants who had
one caregiver or whose caregivers were in a romantic relationship and living together, divorced,
separated, or who had multiple relationship statuses, and participants who reported that their
caregivers were divorced differed from those whose caregivers were in a romantic relationship
and living together, in a domestic relationship and living together, other familial relationship, or
had multiple relationship statuses.
Regarding perceptions of relationships with military caregivers, participants showed
significant differences in means at the p < .05 level between participants who identified their
caregivers’ relationship as a domestic relationship and living together compared to those who
said their caregivers were married or in a civil union and living together, in a romantic
relationship and living together, or had another familial relationship. Significant differences were
also evident between participants who identified their caregivers’ relationship as divorced
compared to those who said their caregivers were married or in a civil union and living together,
in a romantic relationship and living together, or had another familial relationship. Table 43
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provides the means and standard deviations by group when significant mean differences were
observed.
Table 43
Construct Score Means and Standard Deviations by Caregivers’ Relationship Status
Negative Suicide
Ideation

Military Caregiver
Relationship

M

SD

M

SD

No Second Caregiver

12.64

7.01

69.32

19.76

Married Together

10.79

5.60

73.56

20.66

Married Apart

23.00

10.13

69.25

8.26

Romantic Relationship Together

15.73

9.07

72.89

17.86

Romantic Relationship Apart

22.64

9.01

68.73

11.89

Domestic Relationship Together

16.36

9.73

60.45

16.69

Divorced

11.20

6.98

63.34

20.76

Separated

12.75

7.09

81.50

11.15

Other Family

16.93

9.50

78.20

14.64

Multiple Statuses

15.08

9.89

70.76

16.39

Multiple Linear Regression Analyses for Caregiver Relationship Variables
After evaluating the data pertaining to participants’ caregiver relationship demographic
variables to their suicidal behavior risk, suicide ideation, resilience, help-seeking attitudes,
relationships with military caregivers, and relationships with second caregivers, the researcher
conducted MLR analyses to determine if participants’ caregiver relationship demographic
variables predicted any of the constructs of the study. Results suggested significant regression
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equations between caregiver relationship demographic variables and all constructs of interest
except participants’ positive suicide ideation and help-seeking attitudes (see Table 44)
Table 44
MLR Model Summary for Caregiver Relationship Variables as Predictors of Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.053

8.051

3

435

.000

Positive Suicide Ideation

.004

0.539

3

435

.656

Negative Suicide Ideation

.154

26.494

3

435

.000

Resilience

.025

3.792

3

435

.010

Help-Seeking Attitudes

.011

1.594

3

435

.190

Military Caregiver Relationship

.018

2.641

3

435

.049

Second Caregiver Relationship

.037

5.269

3

410

.001

Exploratory Research Question 2
The second exploratory research question of this study asks: What is the relationship
between adult children of military families’ levels of (a) suicidal behavior risk, (b) suicide
ideation (e.g., positive suicide ideation and negative suicide ideation), (c) perceptions of
caregiver relationships (e.g., military caregiver relationship and second caregiver relationship),
(d) help-seeking attitudes, and (e) resilience and their reported military-affiliation characteristics
(e.g., current military status, partner’s military status, second caregiver military affiliation,
branch affiliation and rank of caregivers)?
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Personal Military-Affiliation Characteristics
The researcher evaluated the data for relationships between participants’ endorsed
suicidal behavior risk, suicidal ideation, perceptions of caregiver relationships, help-seeking
attitudes, and resilience and their reported personal military affiliation characteristics (i.e.,
current military affiliation, branch, and ranking). The researcher utilized Spearman’s Rank Order
correlations for the initial assessment of relationships between participants’ reported personal
military-affiliation characteristics and their instrument scores, measuring the constructs of
interest. The resulting correlations and estimates of variance explained for significant
correlations are provided in Table 45.
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Table 45
Spearman Rank Order Correlations Between Personal Military-Affiliation Variables and
Constructs

Suicidal Behavior Risk

Positive Suicide Ideation

Negative Suicide Ideation

Resilience

Help-Seeking Attitudes

Military Caregiver

Second Caregiver

Military Status

Military Branch

Military Rank

ρ

-.013

.044

.049

VE

-

-

-

ρ

.012

-.039

.100

VE

-

-

-

ρ

.221**

-.041

.240**

VE

4.88%

-

5.76%

ρ

.007

-.083

-.162*

VE

-

-

2.62%

ρ

-.124**

-.025

-.045

VE

1.54%

-

-

ρ

-.029

-.147

.115

VE

-

-

-

ρ

-.227**

-.083

.033

VE

5.15%

-

-

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05
level (2-tailed). VE = Variance Explained
To further evaluate the identified significant relationships between constructs and the
variable of participants’ military status, ANOVA tests were run. The results of the ANOVAs
indicated that there were significant differences in means between groups regarding negative
suicidal ideation, F (5, 433) = 26.062, p = 0.000, η2 = 0.231, help-seeking attitudes, F (5, 433) =
2.432, p = 0.034, η2 = 0.027, and relationships with second caregivers, F (5, 408) = 3.298, p =
0.006, η2 = 0.039. Fisher’s LSD post hoc tests were employed to determine which groups
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indicated significant differences. Specifically, in relation to negative suicidal ideation, there were
significant differences between participants who were active duty members compared to all other
groups: not in the military, reserve members, veterans, and discharged members. Significant
differences were also evident between participants who were reserve members compared to not
in the military, veterans, or discharged members. Pertaining to help-seeking attitudes, there were
significant differences only between participants who were not affiliated with the military and
those who were active duty members. Finally, in consideration of relationships with second
caregivers, significant differences were observed between participants not affiliated with the
military and those who were active duty members, reserve members, or veterans. Table 46
provides the means and standard deviations by group when significant mean differences were
observed.
Table 46
Construct Score Means and Standard Deviations by Personal Military Status
Negative Suicide
Ideation

Help-Seeking Second Caregiver
Attitudes

M

SD

M

SD

M

SD

Not Military

11.38

6.30

18.50

6.60

82.82

19.04

Active Duty

22.95

10.52

15.95

3.85

74.89

13.02

Reserve Member

16.73

10.02

18.15

5.44

74.69

14.40

Veteran

12.63

7.42

17.23

6.37

76.72

19.68

Retired Veteran

14.31

7.72

16.12

5.76

75.65

15.48

Discharged

9.64

3.20

19.18

4.94

76.90

21.75

Significant relationships identified through Spearman Rank Order correlations between
participants’ military ranking and their negative suicidal ideation and resilience were further
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explored through ANOVAs. Based on findings, there were significant differences in means
between groups for negative suicidal ideation, F (2, 169) = 5.383, p = 0.005, η2 = 0.060, but not
for resilience, F (2, 169) = 2.151, p = 0.120, η2 = 0.025. Fisher’s LSD post hoc analyses showed
that, for suicidal ideation scores, participants who identified as enlisted members were
significantly different from participants who were commissioned officers. Table 47 provides the
means and standard deviations by group when significant mean differences were observed.
Table 47
Construct Score Means and Standard Deviations by Personal Military Ranking
Negative Suicide
Ideation
M

SD

Enlisted Member

15.03

9.12

Commissioned Officer

20.25

10.77

Warrant Officer

18.00

10.21

Multiple Linear Regression Analyses for Personal Military-Affiliation Variables
After evaluating the data pertaining to participants’ personal military-affiliation variables
to their suicidal behavior risk, suicide ideation, resilience, help-seeking attitudes, relationships
with military caregivers, and relationships with second caregivers, the researcher conducted
MLR analyses to determine if participants’ personal military-affiliation variables predicted any
of the constructs of the study. Findings from the MLR analyses demonstrated significant
regression equations between personal military affiliation characteristics and the constructs of
suicide behavior risk, negative suicide ideation, and resilience (see Table 48).
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Table 48
MLR Model Summary for Personal Military Affiliation Variables as Predictors of Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.137

8.911

3

168

.000

Positive Suicide Ideation

.024

1.384

3

168

.249

Negative Suicide Ideation

.200

14.035

3

168

.000

Resilience

.059

3.498

3

168

.017

Help-Seeking Attitudes

.014

0.766

3

168

.514

Military Caregiver Relationship

.025

1.409

3

168

.242

Second Caregiver Relationship

.011

0.588

3

161

.624

Partners’ Military-Affiliation Characteristics
The researcher evaluated the data for relationships between participants’ endorsed
suicidal behavior risk, suicidal ideation, perceptions of caregiver relationships, help-seeking
attitudes, and resilience and the reported military affiliation characteristics of their relationship
partners (i.e., current military affiliation, branch, and ranking). The researcher employed
Spearman’s Rank Order correlations for the initial assessment of relationships between
participants’ reports of their partner’s military-affiliation characteristics and the constructs of
interest. Results of the correlations and estimates of variance explained for significant
correlations are provided in Table 49.
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Table 49
Spearman Rank Order Correlations Between Partners’ Military-Affiliation Variables and
Constructs

Suicidal Behavior Risk

Positive Suicide Ideation

Negative Suicide Ideation

Resilience

Help-Seeking Attitudes

Military Caregiver

Second Caregiver

Military Status

Military Branch

Military Rank

ρ

.015

-.010

.149

VE

-

-

-

ρ

.143**

-.050

-.096

VE

2.04%

-

-

ρ

.187**

-.097

.255**

VE

3.50%

-

6.50%

ρ

.003

-.063

-.161

VE

-

-

-

ρ

-.033

.003

-.154

VE

-

-

-

ρ

.023

-.117

-.089

VE

-

-

-

ρ

-.175**

.089

-.147

VE

3.06%

-

-

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05
level (2-tailed). VE = Variance Explained
To assess the identified significant relationships between constructs and the variable of
participants’ partners’ military status, ANOVA tests were run. Findings from the ANOVAs
suggested that there were significant differences in means between groups regarding positive
suicidal ideation, F (6, 432) = 3.876.177, p = 0.001, η2 = 0.051, negative suicide ideation, F (6,
432) = 26.532, p = 0.000, η2 = 0.269, and relationships with second caregivers, F (6, 407) =
4.148, p = 0.000, η2 = 0.058. Fisher’s LSD post hoc tests further detailed which groups indicated
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significant differences. Regarding positive suicidal ideation, there were significant differences
between participants’ scores when they were not in a relationship compared to participants who
had partners who were not in the military, were active duty, or were veterans. Additional
differences were evident between participants whose partners were reserve members compared
to veterans. For negative suicide ideation, the largest effect size was observed with partner’s
military status accounting for 26.9% of variance in participants’ negative suicide ideation.
Participants whose partners were retired veterans differed from those with partners in all other
groups: not in a relationship, not in the military, active duty members, reserve members,
veterans, and discharged members. Differences were also evident between participants whose
partners were active duty compared to not in a relationship, not in the military, veterans, or
discharged members and between participants whose partners were reserve members compared
to not in a relationship, not in the military, veterans, or discharged members. For relationships
with second caregivers, there were significant differences between participants who were not in a
relationship compared to those with partners that were active duty members, reserve members, or
retired veterans. Additional differences were observed for participants that had partners that were
not affiliated with the military compared to those who had partners that were active duty
members, reserve members, or retired veterans. Table 50 provides the means and standard
deviations by group when significant mean differences were observed.
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Table 50
Construct Score Means and Standard Deviations by Partner Military Status
Positive Suicide Negative Suicide
Ideation
Ideation

Second Caregiver

M

SD

M

SD

M

SD

No Relationship

20.70

5.43

11.97

6.73

82.23

17.14

Not Military

23.17

5.27

11.01

5.47

83.01

18.08

Active Duty

22.84

4.98

22.12

10.81

72.70

14.22

Reserve Member

21.39

3.82

22.96

9.54

72.45

12.68

Veteran

24.46

5.22

10.38

5.12

77.88

25.43

Retired Veteran

22.08

5.63

16.92

10.83

72.30

21.75

Discharged

25.75

2.36

8.25

0.50

81.50

13.48

An ANOVA was utilized to explore the relationship between participants’ partners’
military ranking and participants’ negative suicidal ideation. Findings indicated that there was a
significant difference in means between groups for negative suicidal ideation, F (2, 131) = 3.824,
p = 0.024, η2 = 0.055. Fisher’s LSD post hoc analyses indicated that significant differences were
present between participants who had a partner that was an enlisted member compared to those
with partners who were commissioned officers. Means and standard deviations by group are
reported when significant mean differences were observed (see Table 51).
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Table 51
Construct Score Means and Standard Deviations by Partner’s Military Ranking
Negative Suicide
Ideation
M

SD

Enlisted Member

16.05

10.24

Commissioned Officer

21.13

11.07

Warrant Officer

20.73

8.46

Multiple Linear Regression Analyses for Partner’s Military-Affiliation Variables
After evaluating the data pertaining to participants’ endorsement of military-affiliation
variables of their relationship partners to their suicidal behavior risk, suicide ideation, resilience,
help-seeking attitudes, relationships with military caregivers, and relationships with second
caregivers, the researcher conducted MLR analyses to determine if participants’ partners’
military-affiliation variables predicted any of the constructs of the study. Similar to findings
regarding personal military affiliation, findings from the MLR analyses demonstrated significant
regression equations between participants’ partner’s military affiliation characteristics and the
constructs of suicide behavior risk, negative suicide ideation, and resilience (see Table 52).
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Table 52
MLR Model Summary for Partners’ Military Affiliation Variables as Predictors of Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.102

4.944

3

130

.003

Positive Suicide Ideation

.016

0.711

3

130

.547

Negative Suicide Ideation

.136

6.821

3

130

.000

Resilience

.098

4.709

3

130

.004

Help-Seeking Attitudes

.029

1.285

3

130

.282

Military Caregiver Relationship

.026

1.151

3

130

.331

Second Caregiver Relationship

.034

1.489

3

126

.221

Military Caregiver Military Affiliation Characteristics
The researcher next reviewed the data for potential relationships between participants’
endorsed suicidal behavior risk, suicidal ideation, perceptions of caregiver relationships, helpseeking attitudes, and resilience and the reported military affiliation characteristics of their
identified military caregiver (i.e., childhood military status, current military status, branch,
ranking, age at parent enlistment, years of participant’s childhood in military, total deployments,
and deployment types). The researcher employed Spearman’s Rank Order correlations for the
initial assessment of relationships between participants’ reports of their military caregiver’s
military-affiliation characteristics and the constructs of interest. Resulting correlations and
estimates of variance explained for significant correlations are provided in Table 53.
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Table 53
Spearman Rank Order Correlations Between Military Caregiver’s Affiliation Variables and Constructs

Suicidal
Behavior Risk
Positive Suicide
Ideation
Negative
Suicide Ideation
Resilience

Help-Seeking
Attitudes
Military
Caregiver
Second
Caregiver

Childhood
Status

Current
Status

Branch

Rank

Joined

Years

Deployed

Deploy
Types

ρ

-.015

-.203**

.040

.056

.179**

-.159**

-.177*

-.110*

VE

-

4.12%

-

-

3.20%

2.53%

3.13%

1.21%

ρ

-.010

.101*

.001

.058

-.117*

.095*

.004

.022

VE

-

1.02%

-

-

3.13%

0.90%

-

-

ρ

-.047

-.404**

-.068

.109*

.397**

-.236**

-.166**

-.220**

VE

-

16.32%

-

1.19%

15.76%

5.57%

2.76%

4.84%

ρ

-.026

.247**

-.070

-.032

-.207**

-.134**

.028

.029

VE

-

6.10%

-

-

4.28%

1.80%

-

-

ρ

.061

.204**

.048

-.039

-.204**

.088

.014

.081

VE

-

4.16%

-

-

4.16%

-

-

-

ρ

.054

.038

-.060

.016

-.097*

.035

-.080

.009

VE

-

-

-

-

0.94%

-

-

-

ρ

.009

.213**

-.002

.005

-.284**

.178**

.143**

.161**

VE

-

4.54%

-

-

8.07%

3.17%

2.04%

2.59%

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05 level (2-tailed). VE =
Variance Explained
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Military caregiver’s current military status was significantly related to multiple
constructs, and these significant relationships were further analyzed through ANOVA tests.
Results showed significant differences in means between groups for suicidal behavior risk, F (4,
434) = 10.895, p = 0.000, η2 = 0.091, positive suicide ideation, F (4, 434) = 3.182, p = 0.014,
η2 = 0.028, negative suicide ideation, F (4, 434) = 33.909, p = 0.000, η2 = 0.238, resilience, F (4,
434) = 6.976, p = 0.000, η2 = 0.060, help-seeking attitudes, F (4, 434) = 3.868, p = 0.004, η2 =
0.034. and second caregiver relationship, F (4, 409) = 4.909, p = 0.001, η2 = 0.046. Significant
differences in means between groups were evaluated with Fisher’s LSD post hoc test at the p <
.05 significance level. For suicidal behavior risk, there were significant differences between
participants whose military caregiver was a reserve member compared to those whose military
caregiver was an active duty member, veteran, or retired veteran. There were also significant
differences between participants whose military caregiver was a retired veteran compared to
those who were active duty members or veterans. For positive suicidal ideation, there were
significant differences only between participants whose military caregivers were retired veterans
compared to veterans and discharged members. Specifically looking at negative suicide ideation,
the largest effect size was found for this variable, with military caregivers’ current military status
accounting for 23.8% of variance. Participants who had military caregivers that were active duty
differed from those who were veterans, retired veterans, and discharged members. Additional
differences were observed between participants with caregivers that were reserve members
compared to veterans, retired veterans, or discharged members and between participants who had
caregivers that were veterans compared to those who were retired veterans. Regarding resilience,
participants with caregivers that were reserve members differed from those that were veterans,
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retired veterans, or discharged members. Differences were also evident between participants
whose caregivers were retired veterans compared to active duty members and veterans.
Pertaining to help-seeking attitudes, participants with military caregivers that were active duty
members differed from those who were retired veterans or discharged members, and participants
with caregivers that were reserve members differed from those who were retired veterans or
discharged members. Finally, regarding second caregiver relationships, participants who had
caregivers that were retired veterans differed from active duty members, reserve members, and
veterans. Table 54 provides the means and standard deviations by group when significant mean
differences were observed.
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Table 54
Construct Score Means and Standard Deviations by Military Caregiver Current Military Status
Suicidal Behavior
Risk

Positive Suicide
Ideation

Negative Suicide
Ideation

Resilience

Help-Seeking
Attitudes

Second
Caregiver

M

SD

M

SD

M

SD

M

SD

M

SD

M

SD

Active Duty

6.59

3.32

21.98

4.99

20.24

10.18

3.23

0.52

16.43

5.05

77.22

12.78

Reserve
Member

8.61

4.29

21.61

5.15

22.5

9.76

2.98

0.56

15.59

4.74

73.33

12.70

Veteran

6.30

3.25

21.83

4.95

13.17

7.86

3.31

0.90

17.53

6.20

77.30

20.71

Retired
Veteran

5.21

2.85

23.31

5.48

10.65

5.78

3.63

0.94

18.63

6.50

84.00

17.58

Discharged

5.65

2.74

20.05

5.88

11.10

4.63

3.46

0.87

20.35

5.68

76.45

22.80
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Based on the correlations, participant’s report of their military caregiver’s rank was
associated with negative suicide ideation. An ANOVA further revealed that there were
significant differences in means between groups at the p < .05 level, F (2, 436) = 4.012, p = .019,
η2 = 0.018. Fisher’s LSD post hoc analyses indicated that significant differences were between
participants who had a military caregiver who was an enlisted member compared to those who
were commissioned officers. Table 55 provides the means and standard deviations by group
when significant mean differences were observed.
Table 55
Construct Score Means and Standard Deviations by Military Caregiver Ranking
Negative Suicide
Ideation
M

SD

Enlisted Member

12.56

7.65

Commissioned Officer

14.91

9.29

Warrant Officer

13.51

7.74

The Spearman Rank Order correlations revealed that participant’s age at the time their
military caregiver joined the military was significantly related to all constructs. Based on further
analyses through ANOVA procedures, significant mean differences were found between groups
at the p < .05 level for suicidal behavior risk, F (7, 431) = 5.314, p = 0.000, η2 = 0.079, negative
suicide ideation, F (7, 431) = 17.610, p = 0.000, η2 = 0.222, and second caregiver relationship F
(7, 406) = 3.313, p = 0.002, η2 = 0.054. Significant differences in means between groups were
not evident for positive suicide ideation, F (7, 431) = 1.186, p = 0.309, η2 = 0.019, resilience, F
(7, 431) = 1.969, p = 0.058, η2 = 0.031, help-seeking attitudes, F (7, 431) = 1.852, p = 0.076,
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η2 = 0.029, and military caregiver relationship, F (7, 431) = 0.732, p = 0.645, η2 = 0.012.
Fisher’s LSD tests were used to further evaluate mean differences. For suicidal behavior risk,
participants whose military caregiver joined before their birth differed from those who joined
between the participant’s birth and age 1, participant’s age 2-3, age 3-5, and participants who
were unsure what age they were when their caregiver joined. There were also differences
between participants whose caregiver joined when they were age 6-11 compared to birth to age
1, age 2-3, age 3-5, and participants who were unsure of their age when their military caregiver
joined. Regarding negative suicidal ideation, participants whose caregiver joined before their
birth differed from all other groups: birth to age 1, age 2-3, age 3-5, age 6-11, age 12-14, age 1517, and unsure. Additional differences existed between participants whose caregiver joined at
age 6-11 compared to age 2-3 and age 3-5. Thirdly, for second caregiver relationships,
participants who had military caregivers that joined before their birth differed from those who
joined when they were age 2-3, age 3-5, and age 6-11. Table 56 provides the means and
standard deviations by group when significant mean differences were observed.
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Table 56
Construct Score Means and Standard Deviations by Participant Age at Military Caregiver
Joining Military
Suicidal Behavior Negative Suicide
Risk
Ideation

Second
Caregiver

M

SD

M

SD

M

SD

Joined Before Birth

5.51

2.96

11.13

5.92

82.42 19.17

Birth to Age 1

7.94

4.19

17.06

10.80

79.33 17.08

Age 2-3

7.48

3.22

21.30

11.00

74.05 11.87

Age 3-5

7.53

3.66

20.84

9.89

70.50

Age 6-11

5.38

3.30

16.04

9.47

71.92 16.71

Age 12-14

7.14

4.63

19.14

9.75

69.60

6.11

Age 15-17

8.00

7.07

24.50

9.19

64.50

3.54

Unsure

8.05

4.31

20.10

10.87

76.37 15.99

9.20

ANOVAs were used to further evaluate the relationships identified with the variable for
military caregiver’s years in the military during the participant’s childhood. Significant mean
differences between groups at the p < .05 level were identified for suicidal behavior risk, F (6,
432) = 3.875, p = 0.001, η2 = 0.051, positive suicide ideation, F (6, 432) = 2.553, p = 0.019, η2 =
0.034, negative suicide ideation, F (6, 432) = 8.946, p = 0.000, η2 = 0.111, resilience, F (6, 432)
= 3.234, p = 0.004, η2 = 0.043, and second caregiver relationship, F (6, 432) = 2.145, p = 0.048,
η2 = 0.031. Fisher’s LSD tests were used to evaluate between groups differences. For suicidal
behavior risk, participants whose caregivers were in the military for 1-4 years differed from
those who were in the military for 13-16 years, 17-20 years or their entire childhood, or who
were veterans throughout their childhood. Additionally, participants whose caregiver was in the
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military for 5-8 years of their childhood differed from those who were in for 17-20 years or their
entire childhood, and participants whose military caregiver was in the military for 9-12 years
differed from those whose caregivers were in for 17-20 years or their entire childhood and those
who were veterans through their childhood. For positive suicide ideation, participants who had
their military caregiver in the military for 17-20 years or their entire childhood differed from
those who were in for 1-4 years, 5-8 years, or who were unsure. Further, participants whose
caregivers were in for 5-8 years differed from those whose caregivers were veterans through
their childhood. For negative suicide ideation, participants who had their military caregiver in the
military for 1-4 years differed from all other groups: 5-8 years, 9-12 years, 13-16 years, 17-20
years or their entire childhood, veterans through childhood, and unsure. Participants who had
caregivers in the military for 5-8 years also differed from those who were in for 13-16 years, 1720 years, or were veterans through their childhood, and participants with caregivers in for 9-12
years were different from caregivers in for 13-16 years, 17-20 years, or veterans through
childhood. Participants who were unsure of their military caregiver’s total years in the military
were different than those who had caregivers in the military for 17-20 years and who were
veterans through their childhood. Regarding resilience, participants who had their caregiver in
the military for 13-16 years differed from those who were in for 1-4 years, 5-8 years, 9-12 years,
or who were unsure, and participants who had a caregiver in for 17-20 years or their entire
childhood differed from those who were in for 1-4 years or 5-8 years. Further, participants whose
military caregivers were veterans through their childhood differed from those whose caregivers
were in for 5-8 years. Lastly, regarding second caregiver relationships, participants whose
military caregiver was in the military for 1-4 years differed from those who were in for 13-16
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years or 17-20 years or their entire childhood, and participants whose military caregiver was in
for 5-8 years differed from those whose caregivers were in for 13-16 years, 17-20 years or their
entire childhood, or who were veterans through their childhood. Table 57 provides the means and
standard deviations by group when significant mean differences were observed.
Table 57
Construct Score Means and Standard Deviations by Military Caregiver Years in Military
Suicidal
Behavior
Risk

Positive
Suicide
Ideation

Negative
Suicide
Ideation

Resilience

Second
Caregiver

M

M

SD

M

3.26

0.76

76.47 16.35

8.66

3.17

0.89

75.31 16.86

M

SD

M

SD

SD

1-4 Years

7.40

3.60

21.30

5.52

5-8 Years

6.43

3.26

21.07 5.417 15.07

9-12 Years

6.55

4.05

22.61

5.53

15.00 10.03

3.34

0.78

77.72 18.85

13-16 Years

5.36

2.88

22.81

5.68

11.83

6.33

3.70

0.84

83.91 15.69

17-20 Years

5.34

2.92

23.60

5.13

11.24

6.35

3.58

0.95

82.64 18.45

Veteran

5.33

2.56

22.97

4.95

10.36

5.05

3.52

0.94

82.13 21.99

Unsure

6.23

3.70

21.39

4.23

15.10

8.35

3.25

0.74

81.23 15.84

18.93 10.86

SD

Based on the Spearman Rank Order correlations, ANOVAs were used to assess if there
were significant differences in means between groups based on military caregiver’s number of
deployments to suicidal behavior risk, F (6, 432) = 1.444, p = 0.196, η2 = 0.020, negative suicide
ideation, F (6, 432) = 4.607, p = 0.000, η2 = 0.060, and second caregiver relationships, F (6, 407)
= 2.667, p = 0.015, η2 = 0.038. Significant mean differences were observed only for negative
suicide ideation and second caregiver relationships. Regarding negative suicide ideation, there
were significant differences between participants whose caregiver was not deployed or was a
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veteran through their childhood compared to those whose caregivers were deployed one, two,
three, or four times. There were additional differences between participants who were unsure of
the number of deployments of their caregivers compared to those who experienced one, three, or
four deployments, and participants who experienced one deployment of their military caregiver
differed from those who experienced more than five deployments. In consideration of second
caregiver relationships, there were significant differences between participants who experienced
one deployment of their military caregiver compared to those who experienced two, more than
five, no deployments or their caregiver was a veteran, or were unsure. Participants who
experienced no deployments of their military caregiver also differed from those who experienced
three deployments. Table 58 provides the means and standard deviations by group when
significant mean differences were observed.
Table 58
Construct Score Means and Standard Deviations by Military Caregiver Total Deployments
Negative Suicide
Ideation

Second Caregiver

M

SD

M

SD

1

16.93

10.72

73.63

19.58

2

14.26

8.47

80.47

18.15

3

14.72

9.10

78.24

17.19

4

16.04

10.87

77.76

16.67

5 or More

12.73

7.03

80.92

16.64

None

11.03

6.52

85.42

17.98

Unsure

11.61

5.78

80.19

18.60
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Lastly, military caregiver’s deployment types were related to suicidal behavior risk,
negative suicide ideation, and second caregiver relationship. As such, ANOVAs were used to
further evaluate these relationships, which indicated significant differences in means between
groups at the p < .05 level for suicidal behavior risk, F (7, 351) = 2.865, p = 0.006, η2 = 0.054,
and for negative suicide ideation, F (7, 351) = 11.648, p = 0.000, η2 = 0.189, but not for second
caregiver relationships, F (7, 329) = 1.206, p = 0.299, η2 = 0.025. Fisher’s LSD tests revealed
significant differences related to suicidal behavior risk between participants whose caregivers
experienced deployments for evacuation of U.S. citizens compared to those whose caregivers
were deployed for training, combat/war, restoration of peace/peacekeeping, multiple deployment
types, or who were unsure of their military caregiver’s deployment types. For negative suicide
ideation, the largest effect size for the variable was observed with military caregivers’
deployment types accounting for 18.9% of variance for participants’ negative suicide ideation.
differences were evident between those whose military caregivers were deployed for evacuation
of U.S. citizens compared to all other deployment types: training, combat/war, increased
security, restoration of peace/peacekeeping, other type, multiple types, and unsure. There were
additional differences between participants whose military caregiver was deployed for increased
security compared to combat/war, restoration of peace/peacekeeping, another deployment type,
multiple types, and unsure. Lastly, there were differences between those whose caregivers were
deployed only for training compared to those who were unsure. Table 59 provides the means
and standard deviations by group when significant mean differences were observed.
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Table 59
Construct Score Means and Standard Deviations by Military Caregiver Deployment Types
Suicidal Behavior
Risk

Negative Suicide
Ideation

M

SD

M

SD

Evacuation of U.S. Citizens

8.95

2.48

27.71

7.08

Training

5.88

3.03

15.80

8.91

Combat/War

5.67

3.23

13.11

7.97

Increased Security

7.20

3.76

19.20

10.28

Restoration of Peace/Peace- Keeping

5.45

3.03

13.45

10.02

Other

6.60

3.65

8.00

0.00

Multiple

6.11

3.45

13.38

8.18

Unsure

5.68

3.30

11.55

5.93

Multiple Linear Regression Analyses for Military Caregiver Military Affiliation Variables
Following the previous analyses pertaining to the military caregiver’s military affiliation
variables in relation to the constructs, the researcher conducted MLR analyses to determine the
predictive value of these military affiliation variables on the constructs of interest. Findings
indicate significant regression equations between the military caregiver’s military affiliation
variables and all constructs except positive suicide ideation and military caregiver relationship
(see Table 60).

281

Table 60
MLR Model Summary for Military Caregiver’s Military Affiliation Variables as Predictors of
Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.097

4.714

8

350

.000

Positive Suicide Ideation

.042

1.907

8

350

.058

Negative Suicide Ideation

.335

22.067

8

350

.000

Resilience

.113

5.584

8

350

.000

Help-Seeking Attitudes

.045

2.070

8

350

.038

Military Caregiver Relationship

.040

1.828

8

350

.071

Second Caregiver Relationship

.077

3.430

8

328

.001

Second Caregiver Military Affiliation Characteristics
While participants did not have to have two military caregivers to participate in this
study, participants were able to indicate when they were in a dual-military family or had two
caregivers in the military. Of the 439 participants of this study, 100 endorsed that their second
caregiver was also in the military. To evaluate the impact of this factor, the researcher assessed
the data for potential relationships between participants’ endorsed suicidal behavior risk, suicidal
ideation, perceptions of caregiver relationships, help-seeking attitudes, and resilience and the
reported military affiliation characteristics of their second caregiver (i.e., affiliated with the
military or not, childhood military status, current military status, branch, ranking, age at parent
enlistment, years of participant’s childhood in military, total deployments, and deployment
types). The researcher employed Spearman’s Rank Order correlations for the initial assessment
of relationships between participants’ reports of their military caregiver’s military-affiliation
characteristics and the constructs of interest (see Table 61).
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Table 61
Spearman Rank Order Correlations Between Military Caregiver’s Affiliation Variables and Constructs

Suicidal
Behavior Risk
Positive Suicide
Ideation
Negative Suicide
Ideation
Resilience

Help-Seeking
Attitudes
Military
Caregiver
Second
Caregiver

In
Military

Childhood
Status

Current
Status

Branch

Rank

Joined

Years

Deployed

Deploy
Types

ρ

.189**

-.060

-.283**

.095

-.050

.175

-.239*

-.221*

-.215

VE

3.57%

-

8.01%

-

-

-

5.71%

4.88%

-

ρ

-.007

-.238*

-.058

-.062

.056

-.087

.245*

-.026

.050

VE

-

5.66%

-

-

-

-

6.00%

-

-

ρ

.425**

-.270**

-.555**

-.007

.117

.396**

-.334**

-.479**

-.360**

VE

18.06%

7.29%

30.80%

-

-

15.68%

11.16%

22.49%

12.96%

ρ

-.171**

.000

.213*

-.135

.063

-.232*

.230

.156

.142

VE

2.92%

-

4.54%

-

-

5.38%

-

-

-

ρ

-.162**

.170

.160

-.221*

-.195

-.174

.095

.030

.043

VE

2.62%

-

4.88%

4.88%

-

-

-

-

-

ρ

.018

-.038

-.009

-.223*

.118

-.129

.037

.018

.085

VE

-

-

-

4.97%

-

-

-

-

-

ρ

-.311**

-.042

.094

-.184

.014

-.237*

-.029

.013

.130

VE

9.67%

-

-

-

-

5.62%

-

-

-

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05 level (2-tailed). - Correlation
could not be computed because at least one of the variables is constant. VE = Variance Explained
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When participants had a second caregiver who was also in the military (n = 100), there
were significant relationships to participants’ suicidal behavior risk, negative suicide ideation,
resilience, help-seeking attitudes, and second caregiver relationships. ANOVA tests indicated
that significant differences in means between groups were evident for suicidal behavior risk, F
(1, 437) = 25.004, p = 0.000, η2 = 0.054, negative suicide ideation F (1, 437) = 134.596, p =
0.000, η2 = 0.235, resilience, F (1, 437) = 8.220, p = 0.004, η2 = 0.018, help-seeking attitudes, F
(1, 437) = 7.441, p = 0.007, η2 = 0.017, and second caregiver relationships, F (1, 412) = 34.058,
p = 0.000, η2 = 0.76. Since there were only two groups, post hoc tests could not be conducted,
however, means and standard deviations for each group by construct were reviewed. Regarding
suicidal behavior risk, participants who had a second caregiver in the military had higher average
scores than those who did not. Participants with second caregivers in the military also had higher
scores for negative suicidal ideation than those with second caregivers not in the military, with
second caregivers’ military status accounting for 23.5% of variance in negative suicide ideation.
Regarding the other constructs, participants who had a second caregiver in the military had lower
scores on resilience than those who did not, lower scores for help-seeking attitudes than those
who did not, and lower scores on second caregiver relationships than those who did not. Table 62
provides the means and standard deviations by group when significant mean differences were
observed.
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Table 62
Construct Score Means and Standard Deviations by Second Caregiver Military-Affiliation
Suicidal
Behavior
Risk

Negative
Suicide
Ideation

Resilience

Help-Seeking
Attitudes

Second
Caregiver

M

SD

M

SD

M

SD

M

SD

Not Military

5.60

3.01

11.38

6.14

3.49

0.93

18.29

6.40

82.76 18.02

Military

7.43

3.85

21.13 10.58

3.20

0.65

16.39

5.04

71.01 15.90

M

SD

The Spearman Rank Order correlations identified a significant relationship between
second caregiver’s military status in the participant’s childhood and their positive suicide
ideation and negative suicide ideation. The relationships were further analyzed through
ANOVAs, which revealed that there were significant differences in means between groups for
positive suicidal ideation, F (4, 95) = 4.511, p = 0.002, η2 = 0.160, and negative suicidal ideation,
F (4, 95) = 4.516, p = 0.002, η2 = 0.160. Each of these analyses showed large effect sizes with
second caregiver’s military status in the participant’s childhood accounting for 16.0% of
variance for participants’ positive suicide ideation and negative suicide ideation. Fisher’s LSD
post hoc analyses of the differences in positive suicidal ideation showed that participants who
had a second caregiver who was a retired veteran differed from all other groups, including active
duty members, reserve members, veterans, and discharged members. Regarding negative suicide
ideation, significant differences between groups occurred when second caregivers were active
duty members scores differed from groups where the second caregiver was a veteran or
discharged member. Significant differences in means were also present when second caregivers
were reserve members compared to veterans or discharged members. Table 63 provides the
means and standard deviations by group when significant mean differences were observed.
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Table 63
Construct Score Means and Standard Deviations by Second Caregiver Military Status in
Participant’s Childhood
Positive Suicide Negative Suicide
Ideation
Ideation
M

SD

M

SD

Active Duty

23.52

4.10

22.66

10.34

Reserve Member

21.38

5.13

24.52

9.47

Veteran

22.18

3.31

12.27

7.07

Retired Veteran

15.50

7.94

18.00

13.16

Discharged

22.75

5.68

10.25

4.50

Significant relationships regarding the second caregiver’s current military status were
further explored through ANOVAs. The results revealed statistically significant differences in
means between groups for each construct identified in the Spearman Rank Order correlations,
including suicidal behavior risk, F (4, 95) = 5.847, p = 0.000, η2 = 0.198, negative suicide
ideation, F (4, 95) = 13.411, p = 0.000, η2 = 0.361, and resilience, F (4, 95) = 3.932, p = 0.005,
η2 = 0.142. Significant differences between groups could not be further explored through post
hoc analyses due to having less than two cases for discharged members, however, each of these
analyses demonstrated large effect sizes with second caregiver’s current military status
accounting for 19.8% of variance in participant’s suicidal behavior risk, 36.1% of variance in
negative suicide ideation, and 14.2% of variance in resilience.
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Table 64
Construct Score Means and Standard Deviations by Second Caregiver Current Military Status
Suicidal Behavior Negative Suicide
Risk
Ideation

Resilience

M

SD

M

SD

M

SD

Active Duty

7.88

3.44

26.79

9.08

3.08

0.36

Reserve Member

10.05

4.06

26.50

7.97

2.92

0.39

Veteran

6.08

3.01

15.13

8.78

3.38

0.85

Retired Veteran

5.26

3.62

13.05

8.36

3.56

0.82

Discharged

8.00

-

8.00

-

2.50

-

While Spearman Rank Order correlations indicated significant relationships between
second caregiver’s military branch and participants’ help-seeking attitudes and military caregiver
relationships, ANOVAs did not identify significant mean differences between groups for either
help-seeking attitudes, F (6, 93) = 1.330, p = 0.252, η2 = 0.079, or military caregiver
relationships, F (6, 93) = 1.284, p = 0.272 η2 = 0.077. Subsequently, the significant relationships
between participant’s age at the time their second caregiver joined the military was associated to
participants’ negative suicide ideation, resilience, and second caregiver relationships. However,
ANOVA results showed that only the construct of negative suicide ideation, F (7, 92) = 10.344,
p = 0.000, η2 = 0.440, showed statistically significant differences in means between groups at the
p < .05 level while resilience, F (7, 92) = 1.625, p = 0.138, η2 = 0.110, and second caregiver
relationships, F (7, 92) = 0.884, p = 0.522, η2 = 0.063, did not. Regarding negative suicide
ideation, there were statistically significant differences between participants who had second
caregivers joined the military prior to their birth compared to all other groups, including
participants whose second caregivers joined the military between their birth and age 1, age 2-3,
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age 3-5, age 6-11, age 12-14, age 15-17, or those who were unsure of when their second
caregiver joined. There were additional differences between participants who had their second
caregivers join the military when they were age 2-3 compared to those whose caregivers joined
when they were age 6-11 or 15-17. Table 65 provides the means and standard deviations by
group when significant mean differences were observed.
Table 65
Construct Score Means and Standard Deviations by Participant Age at Second Caregiver
Joining Military
Negative Suicide
Ideation
M

SD

Joined Before Birth 12.21

7.27

Birth to Age 1

26.40

6.95

Age 2-3

30.55

6.41

Age 3-5

24.33

8.97

Age 6-11

21.60

11.51

Age 12-14

24.17

9.83

Age 15-17

16.50

7.78

Unsure

22.80

7.98

Based on the correlations, second caregivers’ years in the military was significantly
related to participants’ suicidal behavior risk, positive suicidal ideation, and negative suicidal
ideation. However, ANOVAs revealed there were statistically significant differences in means
between groups at the p < .05 level for negative suicide ideation, F (6, 93) = 3.125, p = 0.008,
η2 = 0.168, and not for suicidal behavior risk, F (6, 93) = 1.732, p = 0.122, η2 = 0.101, or positive
suicide ideation, F (6, 93) = 1.219, p = 0.304, η2 = 0.073. For negative suicide ideation, Fisher’s
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LSD tests showed significant differences between participants who had their second caregiver in
the military for 17-20 years or from their birth throughout their childhood compared to those
who had their second caregiver in the military for 1-4 years, 5-8 years, or 13-16 years.
Significant mean differences also were evident between participants who had a second caregiver
who was a veteran throughout their childhood and those who had a second caregiver in the
military for 1-4 years, 5-8 years, or 13-16 years. Table 66 provides the means and standard
deviations by group when significant mean differences were observed.
Table 66
Construct Score Means and Standard Deviations by Second Caregiver Years in Military
Negative Suicide
Ideation
M

SD

1-4 Years

25.13

9.70

5-8 Years

22.50

9.59

9-12 Years

20.57

11.60

13-16 Years

23.78

9.77

17-20 Years

13.50

9.38

Veteran

12.90

9.84

Unsure

19.60

9.91

ANOVAs conducted to evaluate mean differences between groups for second caregiver’s
total deployments were significant for suicidal behavior risk, F (6, 93) = 2.978, p = 0.011, η2 =
0.161, and negative suicide ideation, F (6, 93) = 7.963, p = 0.000, η2 = 0.332. Each of these
analyses yielded large effect sizes with second caregiver’s total deployments accounting for
16.1% of variance in participants’ suicidal behavior risk and 33.2% of participants’ negative
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suicide ideation. Regarding suicidal behavior risk, Fisher’s LSD test showed significant
differences between participants who did not experience a deployment of their second caregiver
because they were not deployed in their childhood or were a veteran throughout their childhood
compared to those who experienced one deployment, three deployments, or four deployments.
Significant differences were also found between participants who experienced five or more
deployments of their second caregiver compared to those who experienced one, three, or four
deployments. Further, significant differences were apparent between participants who
experienced one deployment of their second caregiver compared to those who experienced two
deployments of their second caregiver. Regarding negative suicide ideation, significant
differences were observed between participants who did not experience a deployment of their
second caregiver because they were not deployed in their childhood or were a veteran throughout
their childhood compared to those who experienced one deployment, two deployments, three
deployments, or four deployments. There were significant differences evident between
participants who experienced five or more deployments of their second caregiver compared to
those who experienced one, three, or four deployments. Additional differences were found
between participants who were unsure of their second caregiver’s number of deployments in
their childhood and participants who experienced one or three deployments of their second
caregiver and between participants who experienced one deployment of their second caregiver
compared to those who experienced two deployments. Table 67 provides the means and standard
deviations by group when significant mean differences were observed.
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Table 67
Construct Score Means and Standard Deviations by Second Caregiver Total Deployments
Suicidal Behavior
Risk

Negative Suicide
Ideation

M

SD

M

SD

1

8.70

2.93

27.44

9.05

2

6.50

3.79

21.40

9.85

3

9.00

4.47

25.00

11.48

4

9.13

5.17

24.75

6.23

5 or More

4.17

2.86

14.83

5.67

None

5.74

3.56

11.21

7.42

Unsure

7.50

2.07

15.67

7.81

Finally, an ANOVA was run to determine if there were mean differences between groups
related to the relationship between second caregiver’s type of deployment and participants’
negative suicide ideation. The ANOVA confirmed statistically significant differences in means at
the p < .05 level based on the second caregiver’s deployment type, F (6, 74) = 3.277, p = 0.007,
η2 = 0.210. Based on Fisher’s LSD analysis, significant differences were evident between
participants whose caregivers experienced deployments for evacuation of U.S. citizens compared
to deployments for restoration of peace/peacekeeping, multiple types of deployment, or who
were unsure of the nature of their second caregiver’s deployments. Additional differences were
noted between participants who were unsure of their second caregiver’s deployment type and
those who experienced second caregiver deployments for increased security. Table 68 provides
the means and standard deviations by group when significant mean differences were observed.
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Table 68
Construct Score Means and Standard Deviations by Second Caregiver Deployment Types
Negative Suicide
Ideation
M

SD

Evacuation of U.S. Citizens

30.11

4.79

Training

23.93

9.69

Combat/War

22.22

10.03

Increased Security

26.40

11.65

Restoration of Peace/Peace- Keeping 15.50

7.94

Multiple

20.86

10.37

Unsure

10.50

3.54

Linear Regression Analyses for Second Caregiver Military Affiliation Variables
After assessing for significant relationships through Spearman Rank Order correlations
and significant differences in means between groups with ANOVAs, the researcher conducted
MLR analyses to determine the predictive value of second caregiver’s military affiliation
variables on the constructs of interest. Findings indicate significant regression equations between
second caregiver’s military affiliation variables and all constructs (see Table 69). However, in
the regression analyses, the variable representing the second caregiver’s military affiliation was
excluded due to it being a constant in relation to the other second caregiver military affiliation
variables.

292

Table 69
MLR Model Summary for Second Caregiver Military Affiliation Variables as Predictors of
Constructs Excluding Second Caregiver Military Affiliation
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.195

2.177

8

72

.039

Positive Suicide Ideation

.197

2.207

8

72

.037

Negative Suicide Ideation

.389

5.721

8

72

.000

Resilience

.276

3.329

8

72

.002

Help-Seeking Attitudes

.247

2.948

8

72

.007

Military Caregiver Relationship

.193

2.149

8

72

.042

Second Caregiver Relationship

.206

2.332

8

72

.028

Due to the significance of the variable representing second caregiver’s military affiliation
to the constructs as evidenced by the Spearman Rank Order correlations and ANOVAs, this
variable was run separately to determine the predictive value of participants’ second caregiver’s
military affiliation in relation to the constructs. Findings of the linear regression analyses are
presented in Table 70. Significant regression equations were evident between second caregiver’s
military affiliation and all constructs except for positive suicide ideation and military caregiver
relationship.
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Table 70
SLR Model Summary for Second Caregiver Military Affiliation as a Predictor of Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.054

25.004

1

437

.000

Positive Suicide Ideation

.000

0.002

1

437

.965

Negative Suicide Ideation

.235

134.596

1

437

.000

Resilience

.018

8.220

1

437

.004

Help-Seeking Attitudes

.017

7.441

1

437

.007

Military Caregiver Relationship

.001

0.543

1

437

.462

Second Caregiver Relationship

.076

34.058

1

437

.000

Military Experience Characteristics
Participants further provided data pertaining to the total number of years they lived on a
military base, the total relocations they experienced related to the military affiliation of their
caregiver(s), and whether they experienced international relocations. The researchers evaluated
these military experience variables in relation to the constructs of interest. Initial evaluations of
relationships between these variables were conducted with Spearman Rank Order correlations.
Results of the correlations and estimates of variance explained for significant correlations are
provided in Table 71.
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Table 71
Spearman Rank Order Correlations Between Military Experience Variables and Suicidal
Behavior Risk, Suicidal Ideation, Perceptions of Caregiver Relationships, Help-Seeking
Attitudes, and Resilience
Years on Base Relocations
Suicidal Behavior Risk

Positive Suicide Ideation

Negative Suicide Ideation

Resilience

Help-Seeking Attitudes

Military Caregiver

Second Caregiver

International
Relocations

ρ

.052

.049

.196**

VE

-

-

3.84%

ρ

.029

.015

.064

VE

-

-

-

ρ

.181**

.091

.153**

VE

3.28%

-

2.34%

ρ

-.020

.010

-.022

VE

-

-

-

ρ

-.030

-.039

.003

VE

-

-

-

ρ

-.052

-.089

-.091

VE

-

-

-

ρ

-.054

-.106*

-.282**

VE

-

1.12%

7.95%

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05
level (2-tailed). VE = Variance Explained
ANOVA tests pertaining to participants’ years living on a military installation showed a
significant difference in means between groups for negative suicide ideation, F (6, 432) = 7.561,
p = 0.000, η2 = 0.095. Fisher’s LSD post hoc tests showed significant mean differences at the p <
.05 level for participants who did not live on a military base compared to those that experienced
living on a base for 1-4 years, 5-8 years, 9-12 years, or who were unsure how many years they
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lived on a base. Participants who lived on a base for 1-4 years also differed from those who lived
on a base for 5-8 years, 13-16 years, or for 17-20 years or from birth through their childhood.
Further, there were differences between participants who were unsure of how long they lived on
a base compared to those who lived on a base for 13-16 years. Table 72 provides the means and
standard deviations by group when significant mean differences were observed.
Table 72
Construct Score Means and Standard Deviations by Years Living on Base
Negative Suicide
Ideation
M

SD

None

11.15

6.47

1-4 Years

17.62

10.11

5-8 Years

14.15

8.59

9-12 Years

15.46

10.16

13-16 Years

12.26

7.03

17-20 Years

12.86

8.33

Unsure

17.32

7.04

Regarding relocations, ANOVAs were used to evaluate for significant differences in
means between groups for number of relocations and international relocations. Findings
pertaining to total relocations showed that there were not significant differences in means
between groups in relation to participants’ second caregiver relationships, F (12, 401) = 1.340, p
= 0.193, η2 = 0.039. Specifically looking at international relocations, significant differences in
means between groups were found for suicidal behavior risk, F (2, 302) = 5.678, p = 0.004, η2 =
0.036, negative suicide ideation, F (2, 302) = 7.804, p = 0.000, η2 = 0.049, and second caregiver
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relationships, F (2, 285) = 9.151, p = 0.000, η2 = 0.060, but were not identified for military
caregiver relationships, F (2, 302) = 0.840, p = 0.433, η2 = 0.006. Fisher’s LSD post hoc tests
exploring suicidal behavior risk showed significant differences in means at the p < .05 level
between participants who reported only experiencing moves within the U.S. compared to those
who experienced more than one international move. In consideration of negative suicide
ideation, significant differences were observed between groups who had only U.S. relocations
compared to those who experienced one international relocation. Lastly, in relation to
relationships with second caregivers, significant differences were noted between participants
who experienced only U.S. relocations compared to those who experienced one or more than one
international relocations. Table 73 provides the means and standard deviations by group when
significant mean differences were observed.
Table 73
Construct Score Means and Standard Deviations by International Military Relocations
Suicidal Behavior Negative Suicide
Risk
Ideation

Second Caregiver

M

SD

M

SD

M

SD

None, All U.S.

5.80

3.35

13.11

7.45

82.01

17.93

One

6.63

3.17

17.38

10.38

74.31

15.10

More than One

7.84

4.03

16.23

10.42

70.93

18.72

Multiple Linear Regression Analyses for Military Experience Variables
Following the assessments of significant relationships and significant differences in
group means, the researcher additionally conducted MLR analyses to determine the predictive
value of military experience variables on the constructs of interest. Findings indicate significant
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regression equations between military experience variables and constructs of suicidal behavior
risk and second caregiver relationships (see Table 74).
Table 74
MLR Model Summary for Military Experience Variables as Predictors of Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.042

4.392

3

301

.005

Positive Suicide Ideation

.003

0.254

3

301

.858

Negative Suicide Ideation

.045

4.716

3

301

.003

Resilience

.007

0.732

3

301

.534

Help-Seeking Attitudes

.004

0.440

3

301

.725

Military Caregiver Relationship

.018

1.862

3

301

.136

Second Caregiver Relationship

.070

7.158

3

284

.000

Exploratory Research Question 3
The third exploratory research question of this study asks: What is the relationship
between adult children of military families’ levels of (a) suicidal behavior risk, (b) suicide
ideation (e.g., positive suicide ideation and negative suicide ideation), (c) perceptions of
caregiver relationships (e.g., military caregiver relationship and second caregiver relationship),
(d) help-seeking attitudes, and (e) resilience and their participant recruitment method (i.e. MTurk or Non-M-Turk/military/general source)?
To determine what relationships may exist between recruitment methods and the
constructs of interest, the researcher first evaluated relationships through Spearman Rank Order
correlations (see Table 75). Significant relationships were identified variance explained is
provided for significant correlations.
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Table 75
Spearman Rank Order Correlations Between Recruitment Source and Constructs
Recruitment Method
Suicidal Behavior

Positive Suicide Ideation

Negative Suicide Ideation

Resilience

Help-Seeking Attitudes

Military Caregiver

Second Caregiver

ρ

-.114*

VE

1.30%

ρ

.245**

VE

6.00%

ρ

-.333**

VE

11.09%

ρ

.213**

VE

4.54%

ρ

.227**

VE

5.15%

ρ

.021

VE

-

ρ

.114*

VE

1.30%

Note. ** Correlation is significant at the .01 level (2-tailed). * Correlation is significant at the .05
level (2-tailed). VE = Variance Explained
ANOVA tests were utilized to explore potential mean differences between related groups
and identified significant differences related to suicidal behavior risk, F (1, 437) = 10.796, p =
.001, η2 = 0.024, positive suicide ideation, F (1, 437) = 21.000, p = .000, η2 = 0.046, negative
suicide ideation, F (1, 437) = 40.114, p = .000, η2 = 0.084, resilience, F (1, 437) = 19.444, p =
.000, η2 = 0.043, and help-seeking attitudes, F (1, 437) = 20.522, p = .000, η2 = 0.045. There
were not significant differences in means between groups for second caregiver relationships, F
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(1, 412) = 0.674, p = .412, η2 = 0.002. Each of these analyses demonstrated small to medium
effect sizes. Post hoc tests were not possible due to only having second groups, but to provide a
comparison, the researcher provided means and standard deviations of participants’ construct
scores for each construct by recruitment source in Table 76.
Table 76
Construct Score Means and Standard Deviations by Recruitment Source
M-Turk

Non-M-Turk

M

SD

M

SD

Suicidal Behavior

6.316

3.486

5.142

2.560

Positive Suicide Ideation

21.761

5.260

24.363

5.029

Negative Suicide Ideation

15.040

9.018

9.451

4.349

Resilience

19.899

5.226

22.389

5.019

Help-Seeking Attitudes

17.089

5.991

20.071

6.139

Military Caregiver

71.068

17.651

71.168

22.321

Second Caregiver

79.480

16.469

81.146

22.414

Simple Linear Regression Analyses for Recruitment Variable
After evaluating the data pertaining to participants’ recruitment source to their suicidal
behavior risk, suicide ideation, resilience, help-seeking attitudes, relationships with military
caregivers, and relationships with second caregivers, the researcher conducted SLR analyses to
determine if participants’ recruitment source predicted any of the constructs of the study. Results
suggested significant regression equations between caregiver relationship demographic variables
and all constructs of interest except participants’ relationships with their military caregivers and
relationships with their second caregivers (see Table 77).
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Table 77
SLR Model Summary for Recruitment Source Variable as a Predictor of Constructs
R2

F

df1

df2

Sig.

Suicidal Behavior Risk

.024

10.796

1

437

.001

Positive Suicide Ideation

.046

21.000

1

437

.000

Negative Suicide Ideation

.084

40.114

1

437

.000

Resilience

.043

19.444

1

437

.000

Help-Seeking Attitudes

.045

20.522

1

437

.000

Military Caregiver Relationship

.000

0.002

1

437

.961

Second Caregiver Relationship

.002

0.674

1

412

.412

Chapter Four Summary
In chapter four, the researcher delineated the findings of the research investigation. The
researcher specifically provided information pertaining to data collection procedures, data
screening, and testing for statistical assumptions to determine appropriateness of the primary
data analysis procedures (i.e., SEM). The researcher detailed response rates for data collection
procedures, participants’ demographic data, and initial instrument psychometrics. The next
sections presented the researcher’s application of SEM analysis to evaluate the primary research
hypothesis. Finally, to evaluate the exploratory research questions posed in this study, the
research explained the analytic procedures used to address each question, including Spearman
Rank Order correlations, ANOVAs, and multiple linear regressions and their subsequent
findings. Building from the results of each of these tests, the researcher will provide the
discussion and the interpretation of the results, as well as their implications for the counseling
field in chapter five.
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CHAPTER FIVE: DISCUSSION
In chapter five, the researcher presents a review of the study and a discussion based on
the interpretation of the findings provided in chapter four. The researcher addresses the results
pertaining to the primary research analysis exploring the research hypothesis of the study
through a discussion of the structural models and regarding the secondary data analyses that
corresponded to the exploratory research questions. The researcher presents a thorough
discussion of these findings and explores the potential limitations that must be understood to
contextualize results. Finally, the researcher explores the implications of the study pertaining to
the counseling field, providing applications for counseling practice, counselor education, and
military organizations as they address mental health and suicidality for adults raised in military
families and promote mental wellness.

Study Summary
Individuals who were raised in military families, in particular by one or more militaryaffiliated caregivers represent a distinctive population with unique stressors stemming from their
connection to the military (Alfano et al., 2015; Blaisure et al., 2015; Castellanos, 2019; Hall,
2011). Individuals who were raised in military families experience a culture distinguished by
structure, a strict chain of command, and strong values of patriotism, respect, bravery, and
strength (Devries et al., 2012; Hall, 2011). These elements of military culture are designed to
foster discipline and protect U.S. military members at all stages of their mission; however, the
military culture is mirrored in family life (Blaisure et al., 2015; Hall, 2011). Beyond integration
of military culture into the lives of military members and their families, military families often
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experience frequent relocations, deployments and strenuous training schedules of the military
member, shifting resources and support systems, and potential physical and cognitive effects on
the military member which directly impact the wellbeing of family members, (Adams et al.,
2005; Chandra et al., 2010; Creech et al., 2015; Lester & Flake, 2013). While military cultural
values and experiences often strengthen family systems and foster resilience (Castellanos, 2019;
Chapin, 2014; Creech et al., 2015), these same elements can place a unique strain on family
members contributing to disconnections between family members and to support systems
(Devries et al., 2012). In particular, children of military members may experience an increase in
behavioral and emotional difficulties, substance misuse, eating disorders, depression, anxiety,
and suicidal behaviors (Alfano et al., 2015; Castellanos, 2019; Cederbaum et al., 2014; Chandra
et al., 2010; Creech et al., 2015; Forrest et al., 2018; Gilreath et al., 2015; Lester et al., 2010;
Reed et al., 2011; Schilling et al., 2011). These effects are not universally experienced by
individuals raised by military caregivers but have been shown in numerous studies as potential
outcomes.
In consideration of suicide, there has been a drastic increase in deaths by suicide and all
forms of suicidality, inclusive of suicide ideation, planning, and attempts (CDC, 2018). The rise
in suicidality has not been limited to civilian populations, and military members and veterans
have been acknowledged as being at enhanced risk for suicide (Bryan et al., 2012, 2013; Defense
Suicide Prevention Office, 2014), This concern has been observed for individuals raised in
military families as well with effects observed from childhood to adulthood (Alfano et al., 2015;
Cederbaum et al., 2014; Clements-Nolle et al., 2020; De Pedro et al., 2015; Forrest et al., 2018;
Gilreath, 2016; Gilreath et al., 2015; MacDermid Wadsworth et al., 2016; Puskar et al., 2018;
303

Reed et al., 2011; Schilling et al., 2014; Wickman et al., 2010). These studies’ results identified
that compared to civilian populations, children of military families may be more likely to
experience suicidality. Further, the DoD (2019) has highlighted the importance of continuing to
explore suicidality for all military members and their families and to develop effective
interventions to support the mental health needs of military populations. Despite this evidence,
research related to suicidality of military families remains sparse, and most information stems
from public health and psychiatry fields. Little recognition of this concern has been observed
within counselor education literature despite an increasing recognition of the importance of
including military populations and culture in the field (Carter & Watson, 2018).
As researchers have taken notice of these potential negative effects for individuals raised
in military families, researchers have begun to consider and identify factors that may foster
mental health and reduce the likelihood of negative mental health outcomes for children of
military families. In particular, researchers have noted the protective roles of caregiver
relationships (both with the military and at-home caregivers), help-seeking, and resilience
(Castellanos, 2019; Chandra et al., 2009; Creech et al., 2015; Wickman et al., 2010). Regarding
suicidality of individuals raised in military families, insight has largely stemmed from
correlations drawn from pre-existing national and state survey data, with only a couple of studies
highlighting factors that may influence this outcome. Specifically, Wickman and colleagues
(2010) connected children’s’ ratings of their parents to positive mental health indicators, and
Clements-Nolle and colleagues (2020) showed that experiences of adverse childhood
experiences in childhood were related to suicide attempts. These studies shed some light into
factors that influence suicidality, however, additional research is needed to identify protective
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factors that may reduce suicidality for individuals raised in military families. At present, limited
research has been focused on identifying protective factors for children raised in military
families, and no known studies have explored these constructs for adults of military families.
Despite these considerations, the present research investigation was designed to further
explore the experience of suicidality for adults who were raised in military families. In particular,
the researcher sought to evaluate the directional relationship between adults’ experiences of
suicidality, inclusive of suicidal behavior risk and suicide ideation, and their resilience, helpseeking attitudes, and relationships with their military caregiver and second caregivers. The
researcher received approval for the investigation from the University of Central Florida’s IRB
and collected data between November 2020 and February 2021. The researcher collected data in
accordance with the principles of the Tailored Design Method through online methods (Dillman
et al., 2014). The final sample for this study was inclusive of participants who were recruited
from military-based organizations and contacts of the researcher (n = 113) and individuals
recruited through the online labor portal Amazon M-Turk (n = 326). Collectively, the total
sample was 439 adults who were raised by at least one military-affiliated caregiver. Participants
of this study completed data collection packets the included: (a) a general demographic form
addressing both personal demographic information and military-affiliation characteristics, (b) the
SBQ-R (Osman et al., 2001), (c) the PANSI (Osman et al., 1998), (d) the BRS (Smith et al.,
2008), (e) the ATSPPH-SF (Fischer & Farina, 1995), and (f) a modified version of the POPS
(Robbins, 1994). Data analysis consisted of quantitative procedures inclusive of SEM to address
the research hypothesis, CFAs to evaluate measurement models, descriptive statistics, Spearman
Rank Order correlations, ANOVAs, and MLR and SLR procedures.
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Descriptive Data Analysis
For this research investigation, the target sample was all individuals over the age of 18
who were raised by at least one U.S. military-affiliated caregiver (e.g., parent or guardian).
While it was not possible to collect data for all these individuals, as a result of recruitment
efforts, the researcher achieved a sample of 439 participants from military sources and M-Turk.
This research investigation contributed to the limited existing literature evaluating mental health
factors and suicidality for children of military families in part due to the focus on the population
of adults of military families, which had been limited to international samples (Forrest et al.,
2018). Further, the collection of unique data stemming from a relatively large sample rather than
through pre-existing datasets further distinguish this study and enhance the value of the findings
(Cederbaum et al., 2014; Gilreath et al., 2015; Gilreath, 2016; Reed et al., 2011). The novel data
collection of this study allowed the researcher to collect and report information pertaining to
personal demographic variables and military-affiliation characteristics beyond what has been
possible in previous studies.
Regarding personal demographic variables of participants, the researcher collected
information pertaining to participants’ ages, gender identities, racial/ethnic identities,
religious/non-religious identities, sexual/affectional orientation, and relationship status. Based on
a review of the observed data, participants ages ranged from 18-85 with an average age of 35.
Participants predominantly identified their gender as woman, female, or feminine (n = 220) or as
man, male, or masculine (n = 216) while additional gender identities were minimally (n = 3) or
not reported in the sample. Most participants identified their race/ethnicity as Caucasian/White
(n = 274) and reported their religious/non-religious identities as Christian or Protestant (n = 155).
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Further, most participants identified as heterosexual or straight (n = 352) and most were married
or in a civil union living together (n =166) or single (n = 91). Based on the lack of prior studies
pertaining to adults of military families and demographic data of the DoD (2018) pertaining only
to current military dependents, it is difficult to discern if these demographics represent the
expected makeup of the population. However, the demographic information of the sample of this
study provides a preliminary demographic profile for the population, and the limited information
to provide a comparison for of the population is a noted limitation to generalizability.
Due to the inclusion of the constructs of perceptions of relationships with military
caregivers and with second caregivers, it was essential to collect data pertaining to participants’
relationships with their caregivers. In particular, participants reported that their military
caregivers were most often their biological fathers (73.3%) and second caregivers were their
biological mothers (72.9%). Beyond biological fathers, military caregivers were most reported to
be participants’ biological mothers (11.2%) or other family members (7.1%). For second
caregivers, after biological mothers, participants mostly indicated that caregivers were other
family members (7.3%) or biological fathers (6.2%). These trends are consistent with traditional
gender expectations for military-affiliation (i.e., predominantly male; Mota et al., 2012). Further,
participants most often reported that the relationship between their caregivers was married or in a
civil union and living together (44.2%) which aligns with DoD reports that when children are
present in military families, military members are often married (DoD, 2018).
Unique to this study, the researcher collected data pertaining to extensive factors of
military affiliation, including personal affiliation of the participant, military-affiliation of their
relationship partner, and military-affiliation of each of their caregivers. Pertaining to personal
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military affiliation, 39.4% of participants reported being in the military. Of those in the military,
the majority were active duty members (35.8%) of the Army (57.8%) with ranking as enlisted
members (57.8%). Further, 30.7% of the sample reported that their relationship partner was in
the military, with 42.2% identified as active duty members, 58.5% in the Army, and 46.7%
identified as enlisted members. Partners were often identified as commissioned officers as well
(44.4%). The significant representation of individuals who were personally affiliated with the
military or who had military partners in a study with a target sample of adults raised in military
families demonstrates the often observed generational military affiliation where participants
raised in military families go on to join the military themselves or have a military-affiliated
partner (Hall, 2011).
Participants reported key characteristics of their military caregiver’s military affiliation,
including military status, branch, ranking, duration of affiliation during the participant’s
childhood, and deployment information. In particular, participants reported that their military
caregivers were predominantly active duty members (67.2%) or reserve members (13.7%) during
their childhood but that most were currently retired veterans (46.2%) or veterans (28.2%).
Further, most military caregivers were in the Army (54.4%) or Air Force (16.6%), which aligns
with current demographics of active duty military members (DoD, 2018). Military caregivers
were identified as enlisted members (51.5%) and commissioned officers (41.7%). In
consideration of timeline in the military, most military caregivers joined the military prior to the
participant’s birth (70.2%) and had long-term careers that spanned the participant’s childhood
(26.7%) or spanned early childhood years of 1-4 (13.7%) and 5-8 (15.9%) years. Children in
military families are often young at the time of their caregiver’s military affiliation, which is
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supported by this sample (DoD, 2018). Finally, participants’ reports of the military caregivers’
deployments indicated that most caregivers were deployed multiple times throughout their
childhood (66.3%) and experienced multiple deployment types (44.3%). These findings were
expected due to the increased tempo of operations that have been observed with recent U.S.
military engagements (Adams et al., 2005; Blaisure et al., 2015).
Further, 22.8% of the sample (n = 100) indicated that their second caregiver was also in
the military during their childhood. Considering data pertaining to the demographics of current
children of military caregivers, the percentage of dual military households was significantly
higher than expected as the DoD (2018) reports that only 2.1% of current military dependents
have both of their caregivers in the military. However, based on the sample stemming from
adults rather than current dependents, it is reasonable that this number would be inflated due to
the inclusion of multiple cohorts of individuals raised by military caregivers. Participants
reported information pertaining to the same military-affiliation variables for their second
caregiver as they did for their military caregiver when dual military-affiliation was present.
Similar to findings for primary military caregivers, participants reported that second caregivers
were mostly active duty members (58.0%) in the participant’s childhood. However, second
caregivers were more likely to be active duty (34.0%) or reserve members (22.0%) still at the
time of the study. Like military caregivers, second caregivers were most commonly in the Army
(64.0%) or Air Force (18.0%) and identified as commissioned officers (47.0%) or enlisted
members (44.0%). Second caregivers also joined the military prior to the participant’s birth in
most cases (33.0%) and served during the participant’s early childhood years. Finally, regarding
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deployments, participants again endorsed multiple deployments (54.0%) and multiple
deployment types (34.6%).
Based on the military-affiliation of one or both of their caregivers, participants provided
additional information pertaining to their military experiences, including time spent living on
military installations and military-related relocations. Overall, participants reported that they
mostly lived on a military installation (57.2%) and those who did reported having lived on a base
for 1-4 (33.5%) or 5-8 years (23.9%) in most cases. The majority of participants experienced at
least one military-related relocation (69.5%) with most participants experiencing 1-5 moves
(49.2%). The majority of participants’ relocations were only within the U.S. (59.6%) while
40.4% experienced one or more international relocations. In consideration of these results, it is
important to be mindful of the impact of relocations and installation living, which can have
significant impacts on individuals raised in military families (Blaisure et al., 2015; Hall, 2011).
Overall, participants in this research investigation featured diverse personal demographic
and military-affiliation characteristics, representing a multitude of diverse military families.
Military-affiliation variables often mirrored what would be expected based on current military
member demographics and prior research (DoD, 2018). However, personal demographic
diversity was limited to majority groups for several variables, so findings pertaining to
differences between demographic groups must be interpreted accordingly. In conjunction with
the relatively large sample size, the variability of participants fostered population representation
and improved generalizability of findings (Gall et al., 2007).
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Instrumentation and Measurement Models
For data collection, the researcher included several instruments selected to measure the
primary constructs of interest for this study. The researcher included the SBQ-R (Osman et al.,
2001) to assess participants’ suicidal behavior risk, which considered factors pertaining to
lifetime suicidal behaviors, present suicidal ideation and risk, and the likelihood of future
suicidal behaviors. To provide an additional measure of recent suicide ideation that could support
SBQ-R findings and add additional insight regarding suicidality, the researcher included the
PANSI (Osman et al., 1998). Additional measures were included to assess resilience, helpseeking attitudes, and perceptions of caregiver relationships. To measure resilience, the BRS
(Smith et al., 2008) was included, and to evaluate participants’ help-seeking attitudes, the
researcher employed the ATSPPH-SF (Fischer & Farina, 1995). Finally, the researcher modified
the POPS (Robbins, 1994) to assess participants’ relationships with their military-affiliated
caregivers and a second identified caregiver. Through CFAs of the theoretical measurement
models of each of these scales, the researcher assessed the effectiveness of each instrument to
measure its intended construct. While most of the measurement models yielded acceptable fit
indices, when necessary, the researcher modified models by adding error covariances between
items or item deletion.
Regarding modifications to measurement models, when indicators of an instrument
overlap with one another, there may be a need to add error covariance between items to the
measurement model (Guenole & Brown, 2014). Researchers are encouraged to be cautious when
adding error covariance and to only do so when there is a justifiable rationale. As such, in the
circumstances where the researcher added error covariances to measurement models, the
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researcher ensured that there was theoretical support for the connection between the items
(Guenole & Brown, 2014). In particular, the researcher only added error terms when error
covariance was observed between indicators of the same subscale, which indicated they were
observed variables measuring the same latent variable. Despite that inclusion of error terms fit
within acceptable guidelines for CFA model improvements, the researcher noted the limitations
of including error covariance. Additionally, the researcher removed items from models when
they demonstrated low factor loadings to their latent variables (< .04; Schumacher & Lomax,
2016). Items may need to be removed that do not appropriately fit with the observed data in
relation to the construct being measured. Through these procedures, the researcher produced the
best fit measurement models that indicated the strongest statistical support for each instrument of
the study. The models aligned with those used in previous research with these instruments.

Primary Research Hypothesis
Adults raised in military families with (a) more positive perceptions of caregiver
relationships (as measured by the POPS; Robbins, 1994), (b) increased levels of help-seeking
attitudes (as measured by the ATSPPH-SF; Fischer & Farina, 1995), and (c) increased levels of
resilience (as measured by the BRS; Smith et al., 2008) will have an decreased risk of suicidality
as measured by decreased suicide behavior risk (as measured by the SBQ-R; Osman et al., 2001)
and decreased suicide ideation (as measured by the PANSI; Osman et al., 1998).

Primary Research Hypothesis Results
The initial research hypothesis resulted in a theorized structural model that failed to
converge. The inadequacy of the model indicated that the model was poorly identified and likely
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too complex due to the negative error variances produced in the variance covariance matrix
(Kline, 2011; Schumacher & Lomax, 2016). The presence of negative error variance estimates
within the variance covariance matrix indicates that there are values that should not be possible
within the population and thus creates error in the structural model (Bollen, 1987; Kolenikov &
Bollen, 2010). To address the issues within the theoretical structural model, the researcher rescaled instrument items to create a uniform scoring scale across the instruments in the model and
generated average subscale scores, also known as factor scores, rather than keeping all
measurement models itemized to observe the latent variables. Further, the creation of the latent
variable of suicidality in the hypothesis model required further specification to account for the
sub-factors of suicidal behavior risk and suicide ideation as their own latent variables. The model
converged with better fit indices based on these adaptations, however, the model fit was still not
an acceptable solution due to the presence of non-significant regression paths between variables.
Based on the non-significant regression paths existing between variables within the
structural model, the researcher ultimately removed the latent variable of positive help-seeking
attitudes as the researcher could not identify a significant regression path for the variable in
relation to any of the constructs. After this variable from the structural model, the researcher
continued to adapt the model through removing non-significant regression paths, adding error
covariance when appropriate and utilizing the modification indices provided through the lavaan
statistical package in R (Rosseel, 2012). Further, paths were added between two latent variables
and two observed variables. These steps were employed over the course of four modified
structural models until the researcher achieved what was determined to be the best fitting model

313

with all fit indices in the acceptable to good range: χ2 = 374.352 (p < .000), χ2/df = 2.619, CFI =
0.942, TLI = 0.931, RMSEA = 0.072, SRMR = 0.058.
The findings of this analysis demonstrate that suicidal ideation, resilience, and
perceptions of military caregiver relationships, each predict suicidal behavior risk for adults who
were raised by at least one military caregiver. Further, negative help-seeking attitudes predict
suicidal ideation (inclusive of both positive and negative suicide ideation), which subsequently
contributes to suicidal behavior risk, and second caregiver relationships additionally predict
military caregiver relationships which then influences suicidal behavior risk. These results
support previous research pertaining to suicidality and potential protective factors of resilience,
help-seeking attitudes, and caregiver relationships. While the relationships between these
constructs were not explored directly in relation to the target population of this study, prior
literature indicated that increased resilience, help-seeking attitudes, and caregiver relationships
corresponded to decreased suicidality (Clements-Nolle et al., 2020; Czyz et al., 2017;
Grunebaum et al., 2010; Kuramato-Crawford et al., 2017; Lizardi et al., 2011; Schilling et al.,
2014; Sheftall et al., 2013; Wickman et al., 2010).
Based on prior literature, it was unsurprising that the model supported the role of
resilience for reducing suicidality. Specifically, the model showed that suicidal behavior risk had
a significant regression path with resilience accounting for 21.16% of variance explained.
Resilience has been well-researched in relation to military members and their families and their
ability to adapt and function through stressful events inherent to military affiliation (Castellanos,
2019; Chapin, 2014; Creech et al., 2015; Lester et al., 2016; Park, 2011). In particular,
researchers have noted that, while military families often experience heightened stress through
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their unique experiences, the reoccurrence of these events and learning to effectively navigate
stress and use resources to overcome adversity contributes to their overall wellbeing (Walsh,
2015). Researchers have noted that military experiences often foster resilience for military
members and families, which serves as a protective factor against negative mental health
outcomes for individuals raised in military families (Chandra et al., 2009; Creech et al., 2015;
Lester et al., 2016; Walsh, 2015). Further, resilience has been identified as an important
construct that can reduce suicide and support prevention and intervention efforts (Roy et al.,
2007; Sher, 2019). The findings of this model bridge the gap between simple recognition of the
importance of resilience for individuals raised in military families and in relation to suicidality
by providing evidence specific to the significance of resilience for the reduction of suicidality for
adults raised in military families.
Additionally, the model supported that both caregiver relationships were significant
predictors of suicidal behavior risk, accounting for 9.24% and 7.90% of variance explained
respectively. Further, the model provided evidence that the effect of the military affiliated
caregiver relationship was affected by the second caregiver relationship. These findings
exemplify the prior literature that note the importance of caregiver relationships as factors that
influence children’s positive and negative mental health outcomes (McKinney et al., 2008;
Niemiec et al., 2006; Turner et al., 2009). Specifically, in relation to suicidality, researchers have
emphasized that damaged family relationships and relationships characterized by low
adaptability, cohesion, and nurturance can increase the likelihood of suicide ideation and
attempts (De Jong, 1992; Grunebaum et al., 2010; Lizardi et al., 2011; Sheftall et al., 2013; Stepp
et al., 2008; Zyrek et al., 2009). Regarding the population of military families, studies have
315

further suggested that children’s perceptions of their parents can contribute to positive mental
health while adverse childhood experiences in the family related to suicide attempts (ClementsNolle et al., 2020; Wickman et al., 2010)
Further, the results of this study indicated that suicide ideation was significantly predicted
by negative help-seeking attitudes, accounting for 3.39% of variance explained, which measured
participants’ values regarding help-seeking. This finding emphasized a significant but small
relationship between views and beliefs surrounding psychotherapy and mental healthcare and
subsequent suicide ideation whereby participants who do not believe that mental healthcare will
help them have increased suicide ideation. While the model suggests that negative values toward
psychotherapy lead to suicide ideation and contribute to suicidal behavior risk, it is important to
caution against interpreting this as a causal relationship (Gall et al., 2007). Rather, the findings
support prior literature that has connected help-seeking attitudes to suicidality and identified
positive help-seeking attitudes to increased well-being (Castellanos, 2019; Chandra et al., 2009;
Creech et al., 2015; Czyz et al., 2017; Moore et al., 2017; Schilling et al., 2014). This connection
is vital in consideration of military populations due to the evidence that military members and
families may be reluctant to pursue mental healthcare (Beder, 2012; Blaisure et al., 2015; Hall,
2011; Hisle-Gorman et al., 2015). Further, military members and families are impacted by
mental health stigma and potential ramifications when reporting mental health concerns, which
leads to underreporting of symptoms and avoidance of mental health support services (Antestis
et al., 2016; Blaisure et al., 2015; Weiss & Coll, 2011).
Overall, the findings of the primary research analysis are consistent with the prior
literature in that resilience, caregiver relationships, and help-seeking values were related to
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decreased suicidality (Castellanos, 2019; Chandra et al., 2009; Clements-Nolle et al., 2020;
Creech et al., 2015; Czyz et al., 2017; Moore et al., 2017; Schilling et al., 2014; Sheftall et al.,
2013; Wickman et al., 2010). Specifically, the results of this study identify that individuals raised
in military families have improved mental health outcomes, observed as decreased indicators of
suicidality, when significant factors of resilience, positive perceptions of caregiver relationships
and favorable help-seeking values are present (Chandra et al., 2009; Creech et al., 2015; Lester et
al., 2016; Walsh, 2015). Further, the findings identify an intricate link between military caregiver
relationships and second caregiver relationships that influence outcomes of individuals raised in
military families (Blaisure et al., 2015; Hall, 2011). The statistical support provided by the
structural model of this study evidences the hypothesized significant relationship between
suicidality (e.g., suicidal behavior risk and suicide ideation), resilience, caregiver relationships,
and help-seeking attitudes. The results of this investigation identify that individuals with higher
levels of resilience, more positive perceptions of their relationships with their caregivers (e.g.,
military and second caregivers), and more positive help-seeking attitudes have a lower incidence
of suicidal behavior risk and negative suicide ideation.

Exploratory Research Questions
The exploratory research questions for this investigation addressed potential relationships
between participants’ demographic characteristics, military-affiliation variables, recruitment
sources, and the constructs of interest. The secondary analyses of this investigation directly
explored these potential relationships. Findings and implications are detailed in the following
sections.
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Exploratory Research Question 1
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their reported
demographic characteristics (e.g., gender, race/ethnicity, relationship status, nature of
relationship to caregivers)?

Exploratory Research Question 1 Results
Through Spearman Rank Order correlations, the researcher identified significant
correlations between multiple demographic variables and constructs of interest. In particular,
each of the demographic variables assessed in this study (i.e., age, gender identity, race/ethnic
identity, religious identity, sexual/affectional orientation, and relationship status) was associated
with three to five of the constructs. No variables were significantly correlated to all constructs,
however, the presence of multiple significant relationships between personal demographic
characteristics and the constructs of interest imply that these variables were important in the
assessment of suicidality, resilience, help-seeking attitudes, and caregiver relationships for this
population. MLR analyses further supported that personal demographic variables significantly
predicted scores for all constructs except relationships with second caregivers.
Participants’ age was related to all constructs except for military caregiver relationship
and second caregiver relationship (i.e., suicidal behavior risk, positive suicide ideation, negative
suicide ideation, resilience, and help-seeking attitudes). ANOVAs further indicated significant
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differences in means between groups regarding positive suicide ideation, negative suicide
ideation, and resilience. Due to the large number of groups (> 50) and small number of cases for
some groups (≤ 1), post hoc analyses of the differences in means between groups were not
possible, however, plots of the means showed a general increase in positive suicide ideation and
resilience and a decrease in negative suicidal ideation as age increased. However, it is important
to note that this was a general tendency and was not true for all age groups. Based on previous
literature pertaining to suicidality, this finding supports that younger individuals are more prone
to suicidal ideation and behaviors than older individuals (CDC, 2018). Further, findings
pertaining to suicide specifically during the COVID-19 pandemic have corroborated that
younger Americans are more prone to reporting suicidality (Czeisler et al., 2020).
Participant’s gender identities showed significant relationships with negative suicide
ideation, resilience, and help-seeking attitudes. ANOVAs further identified that there were
significant differences in means based on gender identity groupings. While group sizes were too
small to conduct post hoc analyses, the researcher noted that the two largest groups, identifying
as woman, female, or feminine (n = 220) and man, male, or masculine (n = 216), had notable
different mean scores when observed visually. In particular, the woman, female, feminine group
had lower average negative suicide ideation and resilience but more favorable help-seeking
attitudes than the man, male, masculine group. Studies pertaining to mental health and gender
support these findings (Hirani et al., 2016; Payne et al., 2008; Sun & Stewart, 2007).
Further, participants’ racial/ethnic identities significantly correlated with their suicidal
behavior risk, negative suicide ideation, help-seeking attitudes, military caregiver relationships,
and second caregiver relationships. ANOVAs provided additional evidence of differences
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between mean scores of groups for suicidal behavior risk and negative suicide ideation. Fisher’s
LSD post hoc tests were employed to further assess these differences and suggested that
individuals identifying as Hispanic/Latino/a/x or Spanish Origin differed from most other groups
regarding both suicidal behavior risk and from all other groups in relation to negative suicide
ideation. For each of these constructs, participants who identified as being Hispanic/Latino/a/x or
Spanish Origin exhibited higher means than all other groups. Findings based on recent CDC data
pertaining to suicidality during the pandemic have highlighted that individuals of minority racial
and ethnic groups, such as Hispanic and Latinx populations, may be at an increased risk of
suicidality, which appears to be supported by this investigation (Czeisler et al., 2020).
Regarding participants’ religious identities, significant relationships were assessed
between this variable and scores for suicidal behavior risk, resilience, and help-seeking attitudes.
ANOVAs demonstrated significant mean differences particularly regarding suicidal behavior
risk and help-seeking attitudes. While post hoc tests were not possible due to small sample sizes
for some of the groups, means were compared for the constructs that showed significant. In
particular, participants who endorsed their religious identity as being “other non-religious
identity” demonstrated the highest average suicidal behavior risk the second lowest average helpseeking attitudes. It is important when considering these findings to note that the sample size for
this group was significantly lower than that of other groups. The two largest groups, Christian or
Protestant and Catholic, demonstrated comparable suicidal behavior risk below the clinical
significance cutoff score and reasonably favorable help-seeking attitudes.
In consideration of participants’ sexual or affectional orientations, participants’ identities
were related to suicidal behavior risk, negative suicide ideation, resilience, military caregiver
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relationships, and second caregiver relationships and significant mean differences by group were
observed for all the constructs. In particular, the group means indicated that sexual majority
individuals, those identifying as heterosexual or straight, exhibited less indicators of suicidality
and demonstrated higher resilience and perceptions of caregiver relationships, although this was
not consistent across all groups. In contextualizing this finding, it is important to note the small
sample sizes for many of the groups beyond the majority which identified as straight or
heterosexual. These findings align with research indicating that sexual minority individuals may
experience decreased mental health and increased suicidality (Harris, 2013; Plöderla &
Tremblay, 2015).
Finally, regarding relationship status, participants’ identification of their relationships
related to their suicidal behavior risk, positive suicide ideation, negative suicide ideation, and
help-seeking attitudes. Further, each of these relationships were evaluated with ANOVAs which
demonstrated that there were significant differences in construct means between groups for each
construct. Generally, findings based on these differences implied that individuals who were
married, in civil unions, or in romantic relationship and living together with their partners
demonstrated decreased suicidal behavior risk and negative suicide ideation and higher positive
suicide ideation and help-seeking attitudes. While there were deviations from this trend for some
groups (e.g., participants identifying as widowed), these findings support literature that implies
that there are mental health benefits to marriage and, more generally, significant partnered
relationships (Braithwaite et al., 2010; Simon, 2002).
Additional demographic variables were assessed in this study as well, including the
relationship of the participant to their military and second caregivers and the relationship
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between their caregivers. These variables were also significantly related to the constructs, with
the participants’ relationship with their military caregiver showing significant relationships with
four of the constructs, and second caregiver relationship and relationship between caregivers
being associated with three of the constructs. Each of the caregiver relationship variables was
significantly related to negative suicide ideation and second caregiver relationships, and MLR
analyses showed that caregiver relationship demographics significantly predicted suicidal
behavior risk, negative suicide ideation, resilience, and second caregiver relationships, although
the predictive value of these variables to military caregiver relationships was weak (p = .049).
Regarding participants’ relationships to their military caregiver, there were significant
relationships between this variable and suicidal behavior risk, negative suicide ideation,
resilience, and second caregiver relationships and significant differences in means were observed
for each of these constructs except second caregiver relationships. Specifically looking at
participants who endorsed that their military caregiver was their biological father (73.3%), these
participants had the lowest average scores pertaining to suicidal behavior risk and negative
suicide ideation and the highest scores for resilience. Participants’ relationships to their second
caregiver were correlated with their suicidal behavior risk, negative suicide ideation, and second
caregiver relationships and each of these relationships further included significant differences in
means. Similar to findings pertaining to military caregivers who were biological fathers, the
majority group of participants who endorsed that their second caregiver was their biological
mother (72.9%) exhibited the most favorable mean scores compared to other groups with the
lowest suicidal behavior risk and negative suicide ideation and the highest perceptions of their
relationships with their second caregiver.
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Finally, the relationship between the military caregiver and second caregiver was
significantly related to participants’ scores for negative suicide ideation, their military caregiver
relationship, and their second caregiver relationship, however, significant mean differences were
not suggested by the ANOVA for second caregiver relationships. Participants who endorsed that
their caregivers were married or in a civil union and living together had the lowest scores for
negative suicide ideation compared to participants of other groups. These findings support
previous literature indicating that children have increased negative mental health indicators,
inclusive of suicide ideation, when coming from single parent households or stepfamily
households compared to being raised by married caregivers (Garnefski & Diekstra, 1997; Ponnet
et al., 2005).

Exploratory Research Question 2
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their reported militaryaffiliation characteristics (e.g., current military status, partner’s military status, second caregiver
military affiliation, branch affiliation and rank of caregivers)?

Exploratory Research Question 2 Results
The researcher explored the impact of participants’ personal military affiliation, when
applicable, to their construct scores. The variables of personal military status, branch, and
ranking were related with many of the constructs and had significant predictive values in relation
323

to the constructs of suicidal behavior risk, negative suicide ideation, and resilience. However,
participants’ military branch was not significantly related to the constructs.
Exploring personal military status first, there were significant relationships and
significant differences in means between groups for this variable in relation to negative suicide
ideation, help-seeking attitudes, and second caregiver relationships. Further exploration of
differences in means indicated that participants who were not personally affiliated with the
military had lower average suicide ideation and more favorable help-seeking attitudes than all
other groups except for discharged members and had the most positive perceptions of their
second caregiver relationships. Further, participants who were active duty military members
demonstrated the highest negative suicide ideation, lowest help-seeking attitudes, and the second
lowest perceptions of their second caregiver relationship (comparable to reserve members).
These findings imply that individuals who come from military families but are not personally
military-affiliated exhibited decreased indicators of suicidality and increased mental health
protective factors compared to those in the military. This finding is supported by the often
observed increase in negative mental health outcomes for military members and veterans (Beder,
2012; Castro & McGurk, 2007). There were significant relationships between participants’
personal military ranking and their negative suicide ideation and resilience. However, significant
mean differences between groups were only evident for negative suicide ideation. Based on
comparisons between group means, commissioned officers were significantly different from
enlisted members. Commissioned officers demonstrated the highest average negative suicide
ideation while enlisted members demonstrated the lowest average.
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Participants addressed their relationship partner’s military affiliation, when applicable.
Partner military-affiliation variables, including status, branch, and ranking significantly predicted
suicidal behavior risk, negative suicide ideation, and resilience, however, partner’s military
branch was not significantly related to any of the constructs. Regarding partner’s military status,
the researcher identified significant correlations and mean differences in relation to positive
suicide ideation, negative suicide ideation, and second caregiver relationships. In particular,
participants who reported that their partner was not in the military had the highest positive
suicide ideation and lowest negative suicide ideation compared to all groups except participants
whose partners were veterans. Further, participants whose partners were not in the military had
the most positive perceptions of their second caregiver relationships. Interestingly, participants
who were not in a relationship had the lowest average positive suicide ideation compared to any
other partner military affiliation status. Beyond military status, participants’ partners’ military
rank was correlated with negative suicide ideation and significant mean differences were evident
between groups. Participants whose partners were commissioned officers demonstrated the
highest negative suicide ideation while participants whose partners were enlisted members had
the lowest average negative suicide ideation.
Findings pertaining to personal military affiliation and relationship partner’s military
affiliation were comparable, with similar trends being shown (e.g., differences between nonmilitary and military averages and between commissioned officer and enlisted member
rankings). These findings indicated that individuals raised in military families who are personally
affiliated with the military or who had military-affiliated relationship partners had increased
indicators of suicidality and decreased protective factors compared to those without personal or
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partner military affiliation. Findings are supported by literature which points to the increase in
negative mental health symptoms reported by military members, veterans, and their partners
(Beder, 2012; Castro & McGurk, 2007; Gerwitz et al., 2018).
Regarding military-affiliated caregiver characteristics, military-affiliation variables (i.e.,
current military status, ranking, participant’s age when joined, years in the military, deployment
total, and deployment type) were significantly correlated to many of the constructs. Each of these
variables corresponded with negative suicide ideation and suicidal behavior risk, except for
military caregiver’s ranking. Further, when considered collectively, the military caregiver
military-affiliation variables predicted construct scores for suicidal behavior risk, negative
suicide ideation, resilience, help-seeking attitudes, and second caregiver relationships. These
results highlight that experiences of suicidality for individuals who are raised by a military
caregiver are significantly influenced by the nature of their caregiver’s military affiliation. This
further connects with prior literature that has shown that children of military families may be
particularly influenced by caregiver deployments (Everson & Figley, 2011; Forrest et al., 2018;
Reed et al., 2011; Rentz et al., 2007).
Interestingly, participants’ reports of their military caregivers’ military-affiliation
variables did not significantly relate to their perceptions of their military caregivers with the
exception of the participants’ ages at the time of the military caregiver joining the military.
Results of an ANOVA exploring this relationship further indicated that there were not significant
differences in means between groups for these variables. However, multiple variables, including
military caregiver’s current military status, participant’s age when their military caregiver joined
the military, years that the military caregiver was in the military, deployment total, and
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deployment types all correlated significantly with second caregiver relationships, and ANOVAs
revealed significant differences between groups for each of these constructs except deployment
type. These results indicated that, while many of the military caregiver variables affected the
relationships between participants and their second caregivers, they did not appear to have a
direct effect on participants' relationships with their military caregiver. Literature suggests that
individuals raised in military families may experience significant effects to their relationships
with at-home caregivers, which may explain these significant relationships (Chandra et al., 2016;
Flittner O’Grady et al., 2016; Lester et al., 2016). Yet, the non-significance of military caregiver
variables on participants’ relationships with their military caregivers suggests that factors outside
of military-affiliation influence how participants perceive their relationships with their military
caregivers.
Similar to the findings pertaining to the relationship between participants’ military
caregiver variables and perceptions of their relationships with their military caregivers, the
results pertaining to the second caregiver’s military-affiliation did not significantly correspond
with participants’ relationships with their second caregiver. The only exception to this
connection is that participants’ perceptions of their relationships with their second caregivers are
significantly influenced by whether their second caregiver is in the military with significant
correlations and mean differences between groups observed for this variable. In particular,
second caregiver’s military affiliation is correlated with participants’ suicidal behavior risk,
negative suicide ideation, resilience, help-seeking attitudes, and second caregiver relationships
with significant differences observed between groups for all constructs. Further, SLR results
showed that second caregiver’s military affiliation significantly predicted all constructs except
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positive suicide ideation and military caregiver relationships. Overall, the findings for this
variable emphasize that individuals raised by two military caregivers (e.g., dual military
families) experience significant mental health impacts, which may be associated with the
compounding effects of each caregivers’ deployment schedules, demands, and their influence on
children (Huffman et al., 2018).
Regarding the additional variables that distinguish the second caregiver’s military
affiliation, many significant relationships were found between each of the variables and the
constructs with the exception of the second caregiver’s military ranking. The second caregiver’s
military branch showed significant correlations to help-seeking attitudes and military caregiver
relationship after being a non-significant factor of personal military-affiliation, partner’s military
affiliation, and military caregiver’s military affiliation. However, ANOVA results indicated there
were not significant differences in means for any construct in relation to this variable. All
remaining variables characterizing the second caregiver’s military affiliation (i.e., military status
during participant’s childhood, current military status, participant’s age at time of joining, years
in the military, deployment total, and deployment type) were significantly correlated to negative
suicide ideation and significant mean differences were observed for all variables in relation to
this construct. Scores for suicidal behavior risk were significantly correlated to second
caregiver’s current military status, participant’s age when the second caregiver joined the
military, and total deployments and significant mean differences between groups were evident
for current status and total deployments. Again, aligned with findings pertaining to the military
caregiver’s military-affiliation variables, these findings indicate significant links between
military affiliation variables of caregivers and indicators of suicidality. Further supporting the
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importance of military-affiliation of caregivers, variables pertaining to the second caregiver’s
military affiliation collectively predicted all constructs of interest in this investigation.
Lastly, the researcher evaluated details pertaining to military experiences of participants
based on the military affiliation of one or both of their caregivers, specifically events of their
childhood (e.g., up to age 18). These factors included total years participants lived on a military
installation, total military relocations, and any international military relocations. Collectively,
these military experience variables significantly predicted suicidal behavior risk, negative suicide
ideation, and second caregiver relationships. Individually, years on base was significantly
correlated to negative suicide ideation, total military relocations were correlated to second
caregiver relationships, and international relocations were correlated to suicidal behavior risk,
negative suicide ideation, military caregiver relationships, and second caregiver relationships.
ANOVAs further pointed to significant mean differences in negative suicide ideation based on
years on a military installation and in suicidal behavior risk, negative suicide ideation, and
second caregiver relationships for international relocations. Participants who did not live on
military installations during their childhood had the lowest average negative suicidal ideation
scores, and participants who did not experience any international relocations had the lowest
average scores for suicidal behavior risk and negative suicidal ideation and the highest
perceptions of their relationships with their second caregivers. These findings present interesting
evidence pertaining to relocations due to the emphasized importance of international relocations
to mental health rather than all relocations. While research has implied that all relocations can
have significant mental health impacts for individuals in military families, the emphasis on
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international relocations in these findings may be related to the cultural adaptation and
geographical isolation, which may increase vulnerability (Drummet et al., 2003).

Exploratory Research Question 3
What is the relationship between adult children of military families’ levels of (a) suicidal
behavior risk, (b) suicide ideation (e.g., positive suicide ideation and negative suicide ideation),
(c) perceptions of caregiver relationships (e.g., military caregiver relationship and second
caregiver relationship), (d) help-seeking attitudes, and (e) resilience and their participant
recruitment method (i.e., M-Turk or Non-M-Turk/military/general source)?

Exploratory Research Question 3 Results
Data collection methodology can significantly influence participants’ responses (Dillman
et al., 2014). As such, utilizing multiple approaches to data collection can impact findings
between samples. However, research that draws from multiple collection methods can lend to
more adequate sample coverage, which can ultimately serve to reduce error more than limit
findings (Dillman et al., 2014; Singleton & Straits, 2009). The researcher elected to collect data
through both general recruitment sources, based on personal and professional military contacts,
and a web-based labor portal, Amazon M-Turk. The decision to include M-Turk provided the
researcher with broader access to the target population beyond what would have been achievable
through general data collection means alone, however, the use of M-Turk may also lend to
differences in findings between recruitment sources (Chandler & Shapiro, 2016). To determine
the influence of data collection methods on participants’ construct scores, the researcher
examined the data through Spearman Rank Order correlations, ANOVAs, and SLR.
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Correlations indicated that there were significant relationships between recruitment
source and the constructs of suicidal behavior risk, positive suicide ideation, negative suicide
ideation, resilience, help-seeking attitudes, and second caregiver relationships but not with
military caregiver relationships. The ANOVA procedures further demonstrated that there were
significant differences in means between the two recruitment sources regarding suicidal behavior
risk, positive suicide ideation, negative suicide ideation, resilience, and help-seeking attitudes.
The researcher was unable to employ post hoc analyses to further explore mean differences due
to having only two groups, however, direct comparisons of the means showed that, generally,
participants sampled through M-Turk had higher scores on suicidal behavior risk and negative
suicide ideation and lower scores on positive suicide ideation, resilience, and help-seeking
attitudes than participants recruited through other sources. Further, recruitment source
significantly predicted all constructs except for caregiver relationships.
Based on these findings, the researcher noted that M-Turk participants endorsed higher
scores on indicators of suicidality and lower scores on potential protective factors when
compared to non-M-Turk participants. The researcher considered rationales for these findings
and determined that, while M-Turk participants may exhibit different characteristics than general
samples (Chandler & Shapiro, 2016), these discrepancies may have been a result of the broader
array of participants that could be reached through the M-Turk platform. Further, based on the
participant’s affiliation with the mental healthcare field, many of the personal and professional
military contacts that shared information or participated in the study, such as counselor education
programs and military-focused certificate programs, may have had increased exposure to mental
healthcare and have responded in alignment with perceived importance of mental healthcare in
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alignment with social desirability (King & Bruner, 2000). The researcher noted this concern in
the limitations of this investigation.

Study Limitations
Limitations must be acknowledged to provide additional context for the findings of this
investigation, including (a) research design, (b) sampling procedures, and (c) instrumentation.
The researcher attempted to predict and minimize the effects of these limitations and to
maximize the external, internal, and test validity of the investigation.

Research Design
This research investigation employed a descriptive, correlation research design, which
posed inherent limitations to the study results (Gall et al., 2007). Of particular importance,
correlational research designs do not permit inferences of causation, instead the research
approach allowed the researcher to explore causal relationships evident between study
constructs. As such, the researcher was able to consider the possible direction of observed causal
relationships in respect to their direction and to predict the influence of one factor on another, but
the researcher could not determine if any of the variables directly cause another due to
ambiguous temporal precedence (Johnson & Christensen, 2017). The researcher’s use of a
correlational design further led to restriction of range, wherein characteristics of the study sample
may have restricted scores and, consequently, affected the magnitude of correlations observed
(Lomax & Hahs-Vaughn, 2012).
Another consideration for this study includes threats to internal validity. Due to the
design of this study, the researcher was unable to control for extraneous variables that could have
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influenced the relationships observed (Gall et al., 2007; Tashakkori et al., 2020). The researcher
attempted to account for the role of potential extraneous variables in the analyses through the
collection of data pertaining to an extensive list of demographic and military-affiliation
variables, however, the inability of the researcher to determine cause and effect relationships
based on the design of this study consequently limited the ability to determine which variables
contributed to the observed effects (Gall et al., 2007). Despite this significant limitation, the
results of this investigation allowed for significant exploration of variables and helped to identify
potential relationships. As such, the researcher’s interpretations of the findings should be
regarded with caution and as a path to future research that can directly evaluate causation
between constructs and demographic and military-affiliation variables (Johnson & Christensen,
2017).

Sampling Procedures
Data collection procedures employed in this investigation posed additional concerns to
the findings. Researchers seek to achieve broad and diverse samples to improve generalizability
of findings, however, the researcher employed non-probability convenience sampling for this
study, which threatens external validity and may limit applicability of the findings beyond the
study sample to the entire population (Gall et al., 2007; Ullman, 2019). While simple random
sampling procedures would have been preferred to enhance generalizability and improve SEM
conditions, the researcher chose to utilize convenience sampling which is a satisfactory method
when it is not possible to sample all members of the target population (Gall et al., 2007). The
researcher recruited more than a quarter of the final sample of participants through personal and
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professional contacts, including military-affiliated individuals and organizations. While the
scope of recruitment was broad, the majority of these participants stemmed from groups and
organizations with missions to improve mental health, which may have influenced the responses
of participants included in the sample. Further, members of the target population had to have
access to technology and an Internet connection as well as motivation to participate to be
included in the study (Kraemer et al., 2017).
Additionally, the inclusion of participants from the web-based labor portal, Amazon MTurk, may have added potential threats to generalizability. While M-Turk has been demonstrated
to be a convenient and effective recruitment platform that is generally as reliable as university
samples, M-Turk workers may have distinct features that differ from the general population
which can influence generalizability of data collected from M-Turk participants (Behrend, 2011;
Chandler & Shapiro, 2016). To improve the validity of the data collected through M-Turk, the
researcher employed rigorous data screening procedures and only accepted M-Turk participants
who met clearly delineated participation and compensation criteria, including full survey
completion, consistent responses, attention check questions, validated Qualtrics completion
codes, and adequate response time. The researcher also analyzed the data for differences between
participants of M-Turk and non-M-Turk sources to attempt to account for any variance in
responses.
Lastly, the timing of data collection may have resulted in conditions that affected
participants’ responses and influenced ecological validity (Gall et al., 2007). In particular, data
collection occurred between November 2020 and February 2021, which coincided with
distinctive stressors outside of the researcher’s control, inclusive of the COVID-19 pandemic,
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racial tensions, and political unease. While it is unknown if the timing of the study influenced the
results, it is possible that participants’ experiences and mindsets pertaining to these broader
social and health issues could have influenced their responses (Czeisler et al., 2020). The
researcher was unable to measure these factors or to control for these variables, but future
research conducted at a different time could provide additional information regarding the
ecological validity of the findings.

Instrumentation
Researchers must engage in thorough reviews of literature pertaining to study instruments
to ensure that there is adequate evidence of validity and reliability before including the measures
in the study. This investigation utilized all self-report instruments, which are dependent on
participants’ perception. In particular, the use of all self-report measures may have led to samesource bias, which could have impacted observed variables relationships (Johnson &
Christensen, 2017). Self-report measures can contribute to additional measurement error in that
participants provide inaccurate data based on social desirability (King & Bruner, 2000).
Inaccurate representation may be the result of intentional or unintentional efforts of participants
to respond in a certain way. Especially given the sensitive nature of the topic of suicidality that
was explored in this study, participants may have been reluctant to endorse items pertaining to
suicidal behaviors or thoughts, which could restrict the accuracy of the findings (Tøllefson et al.,
2012). This concern may be exacerbated based on the target population and the potential
ramifications experienced by military members and families when concerns of suicidality are
reported to military officials (Antestis et al., 2016; Blaisure et al., 2015; Weiss & Coll, 2011).
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Additionally, while the researcher assessed the quality of the instruments and selected
only established measures for this study, it must be noted that all measurements contain error in
their assessment of their designated construct (DeVellis, 2016). To minimize this limitation, the
researcher evaluated initial psychometric properties of the scales and subscales and conducted
CFAs to evaluate the measurement models for each instrument (Gall et al., 2007). Most of the
instruments demonstrated strong reliability and adequate model structures; however, it is
important to note that measurement models had to be modified prior to SEM analysis of the
overall structural model of the study, which is an acceptable practice to achieve best model fit
(Crockett, 2012; Schumacher & Lomax, 2016). In most cases, the researcher added error
covariance between items to address interrelationships between items of the same scale or
subscale, however, some indicators of the POPS had to be removed due to a poor fit of the
observed data to the measurement model. Despite these concerns, survey research is a popular
and frequently employed approach to conducting quantitative research with the recognition that
all instruments can be susceptible to potential measurement error and threats to validity (Dillman
et al., 2014).

Implications
This research investigation provides novel insights pertaining to the mental health of
individuals raised in military families. In particular, the findings add to a minimal but growing
body of prior literature seeking to understand and improve the mental health of children and
adults who were raised by a military parent or guardian. This study’s results shed light on critical
areas including (a) experiences of suicidality of individuals raised in military families; (b)
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understanding of the relationships between suicidality and resilience, help-seeking attitudes, and
caregiver relationships; and (c) understanding of the effects of personal demographic and
military-affiliation variables in connection to suicidality, resilience, help-seeking attitudes, and
caregiver relationships. The implications of the results of this study are provided with an
emphasis on connecting findings to practice for (a) counselors and mental health providers, (b)
counselor educators, and (c) military groups and organizations.

Implications for Counselors
Military members, veterans, and families represent a unique population that has their own
distinctive culture and experiences that distinguish them from civilian, or non-military,
communities (Beder, 2012; Blaisure et al., 2015; Hall, 2011). Military populations may be
strengthened through these values and experiences, often experiencing increased resilience and
having access to beneficial services and resources, such as health and education benefits
(Blaisure et al., 2015; Chandra et al., 2009; Lester et al., 2010, 2012, 2016; Moore et al., 2017;
Park, 2011; Walsh, 2015). However, the emphasis on strength and independence, prioritization
of the military mission over all else, and separation of families and support systems during
deployments and separations also contribute to significant mental health ramifications for
members and their families (Blaisure et al., 2015; Devries et al., 2012; Hall, 2011). As
counselors are becoming more aware of the importance of understanding a variety of cultures
and providing culturally responsive care to clients, counselors and mental health professionals
who recognize these concerns are uniquely situated to support military members and their
families and to promote positive mental health outcomes. In particular, counselors who are aware
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of the nuances of military culture through their own affiliation or exposure through training and
practice can provide safe and supportive environments where military populations can feel heard
and understood (Blaisure et al., 2015).
Beyond general understanding of the cultural effects of military affiliation, the findings
of the present study provided support for the importance of help-seeking attitudes in relation to
mental health outcomes of individuals raised in military families (Castellanos, 2019; Chandra et
al., 2009; Creech et al., 2015; Czyz et al., 2017; Moore et al., 2017; Schilling et al., 2014).
Military populations may be less inclined to seek mental healthcare, in part due to concerns that
civilian providers may not understand their experiences or culture, but also due to the
stigmatization of mental healthcare in the military (Anestis et al., 2016; Blaisure et al., 2015;
Beder, 2012; Vannoy et al., 2016). While efforts are being made to reduce stigma, military
members and families have been aware of the historical negative impacts of seeking support,
which can have career ramifications for the military member that affects their wellbeing and
livelihood and consequently affects all members of the family system as well. It is imperative
that counselors recognize the real and perceived ramifications for military families seeking
mental healthcare so that they can adequately address the needs of individuals raised in military
families.
Considering direct symptomology and mental health effects of individuals raised in
military families, this study provided evidence of the risk of suicide among individuals who were
raised in adulthood. These findings are not unique, with many studies indicating that individuals
raised in military families may be at an increased risk for suicide that stems from childhood and
well into adulthood (Alfano et al., 2015; Cederbaum et al., 2014; Forrest et al., 2018; Gilreath et
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al., 2015; Reed et al., 2011). Further, the presence of suicidal behaviors and suicide ideation in
this sample was expected in light of the literature and in consideration of the increasing rate of
suicide in the U.S. (CDC, 2018; Czeisler et al., 2020). However, the contribution of these
findings to the existing research emphasized the importance of screening for concerns of suicide
for individuals raised in military families and providing support services. Counselors are front
line workers for providing mental health support, regularly working with clients who experience
suicidality (Cureton et al., 2018; Dexter-Mazza & Freeman, 2003). Specifically, counselors are
trained to engage in lethality assessments to assess risk of harm for their clients, to provide
effective care, and to further support communities through psychoeducation, prevention, and
intervention services. Counselors who work with military-affiliated clients should pay particular
attention to cues that may indicate suicide ideation or other suicidal behaviors. Further,
counselors who work in military communities can employ campaigns that advocate for mental
healthcare and normalize mental health symptoms and suicide in the population.
Finally, counselors should consider the positive outcomes of military affiliation in
treatment. Resilience was supported as a significant construct predicting suicidality in this study,
which aligns with prior literature emphasizes that many individuals who were raised in military
families have positive views of their experiences and have developed an increased sense of
resilience through their management of the unique stressors they were exposed to (Castellanos,
2019; Chapin, 2014; Creech et al., 2015). Counselors should foster resilience of their military
clients and utilize a strengths-based lens in their work rather than emphasizing potential
negatives (Burgin & Ray, 2020; Park, 2011). Military members and families are often proud of
their service and do not view it as an impediment in their lives. As such, clinicians working with
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military populations should frame clients’ experiences through the clients’ own unique point of
view and perspective, not assuming ill-effects or thoughts. Providing unbiased and strengthbased care can foster the relationship between counselors and clients and contribute to improved
outcomes for clients who were raised in military families (Park, 2011).

Implications for Counselor Educators
This research investigation emphasized the distinctive qualities of military populations
that affect the wellbeing of military members and families and provided evidence for the
potential array of mental health outcomes that individuals raised in military families may
experience. To address the unique factors that influence this population, it is essential for
counselors and mental health professionals to be trained to provide responsive care that is
understanding of the military experience and lifestyle. Counselor educators can support training
through (a) developing and establishing standards of care and competencies pertaining to work
with military populations, (b) contributing to and disseminating research specific to military
populations, and (c) preparing counselors to address clinical needs of military populations within
their training programs.
While there has been a push from many mental health fields (e.g., social work,
psychology, psychiatry) to integrate a deeper understanding of mental health needs of military
populations in training, this is not universal and is not broadly applied in counseling (Stebnicki et
al., 2017). Counseling researchers have pointed to the need for inclusion of military culture in
counseling curriculum and competencies (Burgin & Ray, 2020; Carter & Watson, 2018;
Stebnicki et al., 2017; Wix, 2015). However, in evaluation of the integration of military content

340

and competencies in counselor training, the majority of Council for Accreditation of Counseling
and Related Educational Programs (CACREP)-accredited programs indicated that there were not
specific courses or training meant to address military culture and needs (Stebnicki et al., 2017).
Rather, counseling programs seek to address military counseling content through various courses
when applicable. No studies have directly assessed how this integration occurs or what the depth
of coverage is in CACREP programs. Despite this limitation to counseling training, the
Substance Abuse and Mental Health Administration (SAMHSA, 2011) has called for inclusion
of military and veteran issues in academic standards and pointed to the need for mental health
providers to be trained in military culture and care. Further, the American Counseling
Association (ACA) has a special interest group, the Military and Government Counseling
Association (MGCA), pertaining to advancing training and care for military and government
populations. However, at this time, there is not a set model of training or competencies for
counselors working with military clients that are targeted toward improving or standardizing
care.
In consideration of the need for training standards, counselor educators can work toward
continued advocacy for military populations and toward the development of a set of
competencies, knowledge, and skills that can foster effective counseling for military clients.
Development of a special interest group or collaboration with the existing ACA group can help
to establish a group dedicated to this initiative. Additionally, establishing competencies can
provide support for counselor educators to implement a standardized curriculum pertaining to
military counseling that can be taught to counselors-in-training to better prepare clinicians for
work with military clients. Within the scope of this training, counselor educators should ensure
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that counselors are trained to understand the nature and mental health effects of military culture
and military experiences on military members, veterans, and their families and receive
supervision when beginning work with military clients. By ensuring the inclusion of these
elements in training, clinicians will be better prepared to provide care that meets the unique
needs of military populations.
Finally, counselor educators serve an important role in conducting research that informs
clinical practice and education standards. As such, counseling researchers should aim to address
military needs and application of military content to counseling literature. Continued scholarship
pertaining to military members and their families can contribute to the growing body of literature
that highlights the value of military cultural competence and substantiates the understanding of
military-specific issues and needs. As researchers engage more deeply with this population, they
would benefit from seeking to publish findings in international and national peer-reviewed
journals to ensure findings are broadly disseminated. Sharing the findings of these studies
through these means can ensure that high quality findings are spread to educators and clinicians
to improve military counseling training and practice.

Implications for Military Support Organizations
The nature of the experiences of military members and families and their subsequent
positive or negative mental health outcomes are largely shaped by the military culture (Beder,
2012; Blaisure et al., 2015; Hall, 2011). Accordingly, military groups and organizations have
sought to improve the wellbeing of their members and families through increased attention to
mental health and awareness of the importance of mental healthcare. The generally favorable
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scores pertaining to help-seeking attitudes and low rates of suicidality (e.g., low average suicidal
behavior risk and negative suicide ideation scores and higher positive suicide ideation scores)
observed in this study are indicators that these efforts may be contributing to more positive
outcomes. However, at the same time, there was significant variance in scores that indicated that
a high proportion of the sample (35%) experienced suicidal behavior risk exceeding the SBQ-R
cutoff score for clinical significance with non-clinical samples (Osman et al., 2001). Based on
these findings and prior literature identifying the risk of suicide for children of military families
(Alfano et al., 2015; Cederbaum et al., 2014; Clements-Nolle et al., 2020; De Pedro et al., 2015;
Forrest et al., 2018; Gilreath, 2016; Gilreath et al., 2015; MacDermid Wadsworth et al., 2016;
Puskar et al., 2018; Reed et al., 2011; Schilling et al., 2014; Wickman et al., 2010), military
groups should continue to focus attention on mental health advocacy with particular focus being
applied to family members in addition to the military members themselves.
As a step in the right direction toward recognition of mental health needs of military
family members, the DoD (2019) expanded the scope of their annual suicide assessment report
and began accounting for children of military families. Despite DoD findings that suicide rates
were comparable or less for children of military families compared to civilian populations, their
recommendation of continuing to pursue prevention and intervention efforts is warranted. Rather
than taking the rates of suicide completion from the report as the primary indicator, military
groups should consider conducting additional research and evaluating literature from other
sources to better understand the risk of suicidality across multiple behaviors, including
assessment of suicide ideation, planning, and attempts when making decisions pertaining to
treatment services.
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While family life and wellbeing are considered priorities to the military (Clever & Segal,
2013), this emphasis is not always applied beyond current military members. The findings of this
study are directly related to adults who were raised in military families with most participants
indicating that their caregivers are now veterans or retired veterans. However, the focus of many
family-focused initiatives and reports only extended to dependents of current members.
Targeting services only at this age point may be beneficial to reducing long-term effects, but
military organizations need to ensure that services are extended for military families beyond the
years of service of the military member and beyond childhood for individuals raised in military
families. Understandably, it would be difficult to provide outreach to this broadened group, but
continued support to military members and families may reduce risk of suicidality and improve
mental health outcomes through continued support services and resources.
Further, in consideration of the many family-focused military groups and programs seek
to support the wellbeing of children of military families, groups should consider initiating suicide
reduction efforts such as awareness campaigns and provision of mental health resources for all
members of military families. Initiatives could include psychoeducation pertaining to the
possible mental health effects experienced by individuals raised in military families and could
extend to campaigns designed to raise awareness of mental health needs and to reduce stigma
pertaining to pursuing care. Mental health advocacy campaigns can contribute to improved
outlooks toward help-seeking and foster strengths of military families to reduce suicidality
(Corrigan, 2004).
Additionally, military members and families may feel more comfortable receiving mental
healthcare from military-affiliated providers (Blaisure et al., 2015; Beder, 2012). As such,
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military groups should partner with mental health providers to support provision of culturally
responsive care. In particular, when organizations are located centrally within military
communities or on military installations, groups should consider staffing full-time mental health
providers or consultants to increase the efficacy of services. When that is not possible, groups
should consider consulting with mental health professionals regarding beneficial advocacy
efforts tailored to improving mental health outcomes for individuals raised in military families of
all ages. These partnerships could be reciprocally beneficial, helping to contribute to the efficacy
of support services of organizations and of civilian providers who work together to design and
provide services that are responsive to the needs of the population and aligned with best mental
health practices.

Future Research Recommendations
Future research pertaining to individuals raised in military families should be conducted
with consideration to the limitations observed in the present investigation. In particular, there
were limitations associated with the non-experimental, descriptive, correlational research design
that precluded the researcher from inferring causation based on the constructs of the study.
Despite these design concerns, the findings of this study provide significant insights into the
experiences of suicidality and possible mental health protective factors for adults raised in
military families. Researchers can build from this foundational understanding of the impact of
resilience, help-seeking attitudes, and caregiver relationships on experiences of suicidality and
conduct experimental, intervention-based studies evaluating the effectiveness of treatments or
psychoeducation efforts targeted at improving these factors to reduce suicidality. Additionally,
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the researcher recruited the sample for the present study through convenience sampling of
personal and professional military contacts and M-Turk. Researchers employing survey research
or other methodologies should consider random sampling from a broader array of groups and
outside of the use of web-based labor portals to enhance generalizability.
Additionally, prior literature has explored the incidence of suicidality among children of
military families, which has highlighted an increased risk of these behaviors for militaryaffiliated children when compared to non-military, or civilian, children (Cederbaum et al., 2014;
Gilreath et al., 2015; Reed et al., 2011). However, a DoD (2019) report has indicated that rates of
completed suicides for military-affiliated children may be less than civilian averages. Further,
most existing research focuses on potential suicidal behaviors of children of military families
that are isolated to childhood (Alfano et al., 2015; Cederbaum et al., 2014; Gilreath et al., 2015;
Reed et al., 2011) and limited consideration has been provided to suicidality in relation to longerterm outcomes and adulthood. While the DoD (2019) is consistent with the previous research
highlighting that suicidality is a concern that needs to be addressed for active duty military
members, veterans, and their families, these conflicting reports can lead to confusion among
researches and practitioners about what steps to take for suicide prevention and intervention.
The findings of this study indicated that this sample of adults raised in military families
had average suicidal behavior risk below clinical significance and generally low rates of negative
suicidal ideation, however, scores were wide-ranging, and 35% of the sample indicated suicidal
behavior risk at or above the cutoff score for clinical significance. While this data is not directly
compared to that of civilian participants, this study supports that suicidality is a significant
concern for individuals raised in military families and warrants further attention. Future research
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should continue to explore the phenomenon of suicidality in military families, specifically
examining prevalence compared to civilian populations and continuing to explore potential
protective factors that can mitigate risk for children and adults of military families. Further,
future clinical research should consider prevention and intervention services for the target
population. Potential treatments can be studied through experimental designs, which have been
minimally applied (Schilling et al., 2014), that can better indicate variables that lead to improved
short-term and long-term mental health outcomes for children of military families than presently
used correlational design research.
Finally, data from this investigation indicated significant relationships between
participants’ demographic and military-affiliation variables and the constructs of interest. In
particular, all demographic variables assessed, including participant’s age, gender identity,
race/ethnicity, religion, sexual/affectional orientation, relationship status, and the nature of the
relationship to their caregivers (e.g., biological father, step-mother) appeared to influence their
experience of suicidality by either affective their suicide ideation or suicidal behavior risk scores.
As such, future research would benefit from continued exploration of demographic differences
among individuals raised in military families and consideration of how resources can be
provided to support different groups in need. However, it is important to note that many groups
had drastically different sample sizes, leading to the need for cautiousness when considering the
significance of variability along these dimensions.
Beyond demographics, significant relationships were evident between constructs and
military-affiliation variables, and participants who reported that they were personally affiliated
with the military, that their partner was military-affiliated, or that they were in a dual military
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family generally endorsed higher suicidality (e.g., suicidal behavior risk and/or negative suicide
ideation) and decreased mental health variables (e.g., resilience, help-seeking attitudes, and/or)
caregiver relationships. While this study was not designed to explore suicidality and mental
health factors specific to individuals with multiple military affiliations, inclusion of these
variables led to findings that exemplify that a significant proportion of individuals raised in
military families have multiple connections to the military and that these individuals may be
particularly vulnerable to mental health concerns. As such, future research should focus on
evaluating risk for individuals of dual military families and who have multiple military
affiliations to further assess risk and to identify and provide resources and interventions geared to
their unique circumstances. Finally, findings showed that other military factors were important in
consideration of suicide and mental health factors, such as caregivers’ current military status,
individuals’ age when their caregiver joined the military, total years the caregiver was in the
military, and international military relocations. These variables varied in significance by
construct but warrant additional investigation to determine their significance for the mental
health of individuals raised in military families.

Chapter Five Summary
In chapter five, the researcher reviewed this research investigation and provided a
thorough interpretation of the findings associated with the primary and secondary research
analyses. Findings pertaining to the hypothesis model demonstrated that individuals raised in
military families have decreased indicators of suicidality when they have higher perceptions of
caregiver relationships, favorable help-seeking attitudes, and greater resilience. Based on the
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additional analyses pertaining to the exploratory research questions, it was evident that there
were significant differences between participants based on their demographic and militaryaffiliation variables in relation to the constructs. While these results provide insights pertaining
to the mental health factors and experience of suicidality for adults raised in military families, it
is essential to consider the limitations of the study that frame the significance of the findings.
Despite the noted limitations, the results of this study provide important implications for mental
health practitioners and counselors, counselor educators, military support organizations, and
researchers. The conclusions of this investigation provide information that furthers the literature
pertaining to the mental health of adults raised in military families, particularly regarding their
experiences of suicidality and factors of resilience, help-seeking attitudes, and caregiver
relationships.
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